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Abstract 
Treatment of the Bullying Phenomenon: A Survey of the Art Therapy Community 
Donald C. Lonnquist, BFA 
Nancy E. Gerber, PhD, ATR-BC, LPC 
 
 The purpose of this study was to evaluate if Art Therapists were 
encountering children involved in the bullying phenomenon in the therapeutic 
milieu, and how were they assessing and/or treating these children? 
 The method that was utilized to explore art therapists’ experience of 
treating the bullying phenomenon with children/adolescents was a survey that was 
developed and distributed to art therapists registered with the American Art 
Therapy Association.  Art therapists were surveyed about assessments and 
treatment employed with this population of children, settings for treatment, 
referral sources, artwork produced by this population, and course of treatment. 
 Overall the results revealed that art therapists are or have treated this 
population of children.  Group and individual art therapy were the contexts of 
treatment most used by the survey sample.  School staff were found to be the 
largest source of referrals for use of art therapy with this population.  As reported 
by respondents to the survey, artwork produced by this population had themes of 
aggression, lack of trust, low self esteem and depression.  Due to findings 
indicating the school setting housing the majority of incidents of bullying, training 
for art therapists treating children in this setting or receiving referrals from the 
school staff warrant inclusion of recognition of and interventions for the bullying 
phenomenon.  
 The results of this study cannot be generalized because of the limited 
 viii
sample size (N = 64).  The study does support some of the literature found.  
Because of this support and the benefits that could be gained for all parties 
involved, a refined and expanded version of this study is recommended for more 
definitive results. 
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CHAPTER 1: INTRODUCTION 
The purpose of this study is to survey the professional art therapy community 
about what art therapy treatment interventions have been and are currently being used to 
treat the phenomenon of bullying.  The professional art therapy community is 
operationally defined for this research study as those art therapists who are professionally 
credentialed and practicing in the field.  The design of the research is a descriptive survey 
study. Art therapists were surveyed about the phenomenon of art therapy treatment of 
bullying with children from ages 5-18 years.  The viability of art therapy as an 
intervention/ therapeutic tool has been investigated for dealing with the phenomenon of 
bullying.    
 Bullying is an ongoing problem in America.  Bullying has been defined as: 
. . .the repeated intimidation of others by the real or threatened infliction of 
physical, verbal, written, electronically transmitted, or emotional abuse, or 
through attacks on the property of another. It may include, but not be limited to 
actions such as verbal taunts, name-calling and put downs, including ethnically-
based or gender-based verbal put downs, and extortion of money or possessions. 
 (Princeton University, 2006, ¶1) 
Central to the dynamics and manifestation of bullying is the phenomenon of the 
power differential between the aggressor and the victim.   A common factor of bullying 
throughout the research is the power dynamic between the bully and the victim. Carol 
Ross (1996), Solberg, Olweus, & Endresen (2007), and Selekman & Vessey (2004) all 
agree that for the violent act performed by children to be considered bullying there must 
be an imbalance of perceived or actual power between the perpetrator(s) and the target. 
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Historically, the phenomenon of bullying has been an integral part of the 
educational culture since the inception of the school system. Dorothea Ross (2002) has 
implied that bullying has been part of the school life experience for all children in some 
way throughout time and has been perceived as part of growing up by the general public.  
In recent times, as found by Ross (2002), Pellegrini, Bartini and Brooks (1999), Whitted 
and Dupper (2005), bullying is much more prevalent than first thought by the public, and 
if left unchecked can lead to more serious forms of violence.  As noted by Pellegrini, et 
al. (1999), the bullying phenomenon has become more acute in the United States in part 
due to the coverage of the news media in reporting on all levels the violence that occurs 
in the lives of children from the classroom to the school yards and into their own 
neighborhoods. 
Although bullying has been present in schools apparently for centuries, a factor 
that was not present until recently is the technology of contemporary society which 
contributes to the sensationalization of bullying.  Broadcasts by the news media about  
such incidents as the shootings at Columbine in Denver, Colorado and Red Lake High 
School in Minnesota have made the United States more aware of the impact of bullying.  
Solberg, Olweus & Endresen (2007) have cited retrospective analyses of school shootings 
in the United States by “Anderson et al., 2001; Vossekuil, Fein, Reddy, Borum & 
Modzeleski, 2002” indicating that bullies have had a history of being bullied during their 
school career. Aspy, Oman, Vesely, McLeroy, Rodine and Marshall (2004) also discuss 
well publicized school violence incidents such as Littleton, CO and Conyers, GA as 
being motivated by past incidents of being bullied, teased, isolated or ostracized by those 
who became the perpetrators’ targets. Although there are many other instances of school 
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shootings attributed to the phenomenon of bullying, these are just the most publicized 
instances of bullying brought to light by the media (Moore, 2002).  
These isolated instances are only highlighted due to their highly publicized 
aftermath.  Bullying may be much more prevalent than the publicized incidents according 
to other research. Ross(2002) indicates that the phenomenon of bullying is one of the 
most prevalent forms of low level violence in the United States which is most likely to 
affect the greatest number of people. The increasing incidents of bullying and 
victimization in schools range from estimates of 7% to 30%, as reported by Olweus 
(1993), Nansel et al. (2001), and Limber & Small (2003).  Cohn and Canter (2003) have 
approximated through a study that as many as 3.7 million youths engage in, and more 
than 3.2 million are victims of bullying every year.    
Bullying has become an issue which has been recognized on the national level in 
the United States.  Bauman and Del Rio (2006) have suggested that although there has 
been an accumulation of research worldwide, “the United States have only recently 
begun to establish a body of research on bullying” (p. 219).   Newman-Carlson & Horne 
(2004) relate that on a national level, children are absent from school due to issues such 
as fear which has been caused by perceptions, by children, that bullying does not make 
their schools a safe environment for them.  
According to Limber and Small (2003) many state legislatures are developing or 
are passing laws that influence the development of school-based violence prevention 
policies in attempts to dissuade bullying.  The Bully Police USA (2008), report that more 
than two-thirds of the states in the United States have adopted legislation/laws against 
bullying. Limber and Small (2003) have found through their literature review that the 
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laws which have gone into effect are a reaction to, or in some way motivated by, the 
shootings and other violent acts which have been carried out in the U.S. high schools 
over the past two decades which have been linked in some way to the bullying 
phenomenon.  
These tragedies and violent acts which are possibly in retaliation to bullying 
demand study as to the sociological and psychological causes of the phenomenon of 
bullying.  The experience of bullying and victimization is an ongoing part of life. The 
cause of the bullying phenomenon can be traced back to several physiological and 
psychological developmental phenomena in early childhood according to Ross (2002).   
Karr-Morse & Wiley (1997) performed research which involved case histories, crime 
statistics and research in neurobiology (as cited in Ross, 2002). The result of this research 
postulates that there is a link between the etiology of antisocial behavior to the gestation 
period and first two years of life is one theory related to the aggressive behavior inherent 
in bullying.  Ross (2002) goes on to discuss how the early object relations between 
parents and their children contributes to the development of the bullying phenomenon.   
The relationship between parents and their children and the characteristics of 
parenting skills being utilized have been reflected in a multitude of other literature such 
as Olweus (1993), Smith, Twemlow, & Hoover (1999), Cohn & Canter (2003), and 
Perren & Hornung (2005).  Olweus (1993) points to four factors involved in the 
dynamics between parents and children as being related to the cause of bullying.  These 
factors were identified through longitudinal studies with boys but he relates that the 
results can be correlated to girls as well. These factors are: 
• The basic emotional attitude of the parents towards the child. 
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• The permissiveness of the parent towards the child’s aggressive behaviors. 
• The parent’s use of physical punishment and violent emotional outbursts in their 
child rearing methods. 
• The temperament of the child. 
As Olweus (1993) concluded from his study of boys, these four factors are 
instrumental to understanding the etiology of the bullying phenomenon from a 
psychodynamic perspective.   Cohn & Canter (2003), Ross’ (2002), and Smith, 
Twemlow, & Hoover, (1999) have all related etiological factors similar to Olweus’ 
factors that support his findings.  Ross (2002) also discusses two other factors that may 
cause the bullying phenomenon.  These factors are related to the physiological 
contributors to aggression and bullying.  The first factor relates to the inclusion of an 
extra Y chromosome.  The second factor discussed is levels of testosterone. 
The variable of age and gender in bullying has been identified as a factor in the 
type of bullying that occurs. According to the statistics, bullying can begin as early as 
pre-school and continue into adulthood (Ross, 2002; Olweus, 1993; Oprinas, Horne & 
Staniszewski, 2003).  Cohn & Canter (2003), Fekkes, Pijpers & Verloove-Vanhorick 
(2005),  Olweus (1993), Ross (2002), Solberg & Olweus (2003), Storch & Ledley (2005), 
and Veenstra, Lindenberg, Oldehinkel, DeWinter, Verhulst & Ormel (2005) have found 
that the phenomenon of bullying is not a gender specific problem although males 
participate in bullying more physically than females, both males and females are equally 
involved in indirect bullying. Fekkes, et.al (2005), Olweus(1993), and Twemlow, Fonagy 
& Sacco(2003) found that with older children and adolescents the bullying phenomenon 
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becomes less direct and more indirect.  Perren & Hornung (2005) relate that in 
adolescence, incidents of bullying are many times higher than in other phases of life.  
In contrast to the variables of age and gender, Olweus (1993), Selekman & 
Vessey (2004) and Veenstra et al. (2005) have postulated that socioeconomic status has 
no real influence on the phenomenon of bullying.  All found that urban, suburban, or 
rural settings, race/ethnicity, or socioeconomic status characteristics do not factor into the 
incidence of bullying.  Veenstra et al. (2005) state that “research suggests further that 
socioeconomic status is inversely related to bullying and victimization” (p. 674).  These 
variables of bullying seem to imply universality in some regards to the bullying 
phenomenon. 
  The roles which are portrayed in the bullying dynamic may also show some 
universal qualities.  Perren and Hornung (2005) conducted a meta analysis of the 
literature in which they identified a trend in the research on bullying.  They identified 
three types of individuals involved in bullying:  Bullies, Victims, and Bully/Victims.    
The topic of bullies and victims has been prevalent in the reports of other researchers as 
well (Cohn & Canter, 2003; Dill, Vernberg, Fonagy, Twemlow & Gamm, 2004; 
Pellegrini, Bartini, & Brooks, 1999; Perren & Hornung, 2005; Raskauskas & Stoltz, 
2007; Salmon & West, 2000;  Storch & Ledley, 2005; Twemlow & Cohen, 2003; 
Veenstra, et. al., 2005).  Cohn & Canter (2003), Salmon & West (2000), Storch & Ledley 
(2005), and Twemlow & Cohen (2003) all have done literature reviews and agreed with 
or expanded upon previous definitions of bullies and victims.  They have expanded upon 
the specific roles of each participant in the bullying phenomenon by discussing specific 
characteristics of each from previous research as well as more current findings.  Others 
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such as Dill, et al. (2004), Pellegrini, et al. (1999), Perren & Horung (2005), and 
Raskauskas & Stoltz (2007) have investigated each of the roles identified in the bullying 
phenomenon through various questionnaires distributed to children and adolescents 
during their investigation.  Raskauskas & Stoltz (2007) have also examined the 
relationship between traditional bullying roles and electronic bullying roles.  Their 
findings indicate a parallel between the roles adopted in bullying and those adopted in 
electronic bullying.  
Differences in the categories of bullies and victims have been distinguishing by 
Bauman & Del Rio (2006), Ross (2002), and Olweus (1993)  These include an aggressive 
bully and an anxious bully, and  passive victims and provocative victims. Types of 
bullying are also dissected into physical bullying, relational bullying, and verbal bullying.  
Solberg et al. (2007) have also postulated that there is a difference between a bully/victim 
and an aggressive victim. Veenstra et al. (2005) provide details regarding symptoms for 
bullies, victims and bully/victims.  They discuss the poorer psychosocial functioning of 
the children who adopt these roles.  While discussing the symptoms for each role, 
Veenstra et al. relate that bully/victims function more poorly than bullies or victims.   
  Various forms of identification, interventions, and/or treatment approaches for 
the bullying phenomenon have been documented in both community and individual 
venues.  Some of these have included a variety of methods have been used including peer 
nominations, teacher nominations, questionnaires, anonymous self-nominations, direct 
observation and individual interviews to identify individuals involved in the bullying 
phenomenon.  Once the issue has been identified interventions may be put into place.  
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Two primary approaches to understanding and treating the bullying phenomenon 
seem to dominate the literature—mental health and public health. Twemlow, Fonagy & 
Sacco (2003) have classified a few of the different approaches to addressing the bullying 
phenomenon, such as individual mental health counseling or psychotherapy approaches. 
In the sphere of public health the interventions are based upon community approaches.  
Research regarding public health interventions indicates that a whole school type of 
intervention is needed to stop bullying (Newman-Carlson & Horne, 2004; Olweus, 1993; 
Ross, 2002).  Many different types of interventions have been tried to reduce or stop the 
bullying phenomenon.   The success rate of these interventions has been brought into 
question and therefore studies are still being performed to find reliability and validity of 
these interventions.  
Different states have adopted bullying interventions in an attempt to decrease the 
problem.  On a national as well as international level it has been stressed that 
interventions be adopted on a school wide basis (Olweus, 1993; Hallford, Borntrager, & 
Davis, 2006; Ross, 2002; Frey, Hirschstein, Snell, Van Schoiack Edstrom, MacKenzie & 
Broderick, 2005 and 2007; Kallestad & Olweus, 2003; Whitted & Dupper, 2005).  
Newman-Carlson & Horne (2004) indicate that eliminating bullying is hopeful although 
highly unlikely.  Reducing the rate at which it transpires is the grander scheme with the 
implementation of all parties involved. 
 Nickel, Krawczyk, Nickel, Forthuber, Kettler, Leiberich, Muehlbacher, Tritt, 
Mitterlehner, Lahmann, Rother & Loew (2005) conducted an experiment to determine 
the effectiveness of outpatient family psychotherapy as a monotherapy with bullying 
behavior. The type of therapy used was integrative family therapy for 6 months. The 
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researchers found, utilizing several types of scales, that outpatient family therapy 
indicated reduction in anger and improved interpersonal relationships and health-related 
quality of life in male youths with bullying behavior.    
 In the field of art therapy, Rosal (1993) examined the use of art therapy to modify 
the locus of control (LOC) and adaptive classroom behavior of children with behavior 
disorders. Rosal conducted a pretest- posttest control group intervention study conducted 
in a primary school.  Three experimental conditions were involved: a cognitive 
behavioral art therapy group, an art as therapy group or a control group.  Rosal described 
the behaviors displayed by the youths which fit into the symptoms for bullies and 
victims.  According to Rosal the results were not significant but there was a distinct 
difference between the control groups and the art therapy groups.  Rosal states in her 
conclusion section that more research is required to truly substantiate art therapy as a 
viable method to change the LOC orientation of behavioral disordered students. 
The use of art therapy as a treatment for this phenomenon of bullying with 
children has not been a proven method.  Through searches of academic and research 
based data bases for literature that has been published since Rosal’s study was done in 
1993 has yielded no further research dealing specifically with the use of art therapy as an 
intervention for bullying has been conducted.  The search of the literature and the 
resultant lack of research in the area of art therapy and bullying has established a 
definitive gap in the knowledge. Therefore, it is the intent of this research study to survey 
the practicing art therapy community that meet specified inclusion criteria to discover 
what if any treatment/intervention practitioners  have utilized to address the phenomenon 
of bullying with children.    
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The objective of this study is to identify art therapy treatment interventions that 
have been and/or are currently being used to treat the phenomenon of bullying. The 
research questions are: 
A) Are Art Therapists encountering children involved in the bullying 
phenomenon in the therapeutic milieu, and 
B) How are they assessing and/or treating these children? 
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CHAPTER 2: LITERATURE REVIEW 
  
The purpose of this chapter is to provide a contextual review of the extant 
literature on the phenomenon of bullying and art therapy. The chapter begins with an 
overview of the bullying phenomenon with children.  This section will include the history 
of bullying, definitions of bullying as provided by published research, anti-bullying 
agencies, and professional organizations such as the American Psychological 
Association.   
The next part of the chapter will focus on literature that deals with public health 
and public policy in regards to the bullying phenomenon.  The public health aspect of this 
issue includes literature that reviews the bullying phenomenon from a national awareness 
and social view point.  Due to the history of the bullying phenomenon, in the past, as 
documented in the literature, bullying has been treated as more of a right of passage and 
not as the serious issue that it is today.  A review of the literature demonstrates an 
increase in societal awareness which is evidenced by reports from different social 
systems, organizations and government agencies that have dealt with the bullying 
phenomenon.  This section also explores the legal ramifications of the bullying 
phenomenon recognized by the United States at a national and state level.  States have 
addressed the phenomenon in different ways including school regulations and 
requirements for programs to deal with the bullying issue. 
After reviewing the public health and policy aspects of bullying, a review of the 
psychological, psychosocial, and systems dynamics of bullying is discussed. Since the 
research of the bullying phenomenon has taken a more in depth point of view, bullying is 
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now being examined from these dynamic perceptions. These dynamics of bullying will 
be examined here in different identified but related areas.  These include: family 
dynamics, school dynamics, teacher and student dynamics, and personal 
psychodynamics.   
The family dynamics section includes the etiology of bullying within the family 
context.  The family dynamics perspective breaks down the bullying phenomenon into 
the roles that children play. In addition, demographic information about the children who 
participate in the bullying phenomenon, the roles these children play, and descriptions of 
the subcategories of these bullying roles (bullies, victims, and bully/victims) are 
examined in parallel to the family dynamic.  Each sub-category of the bullying 
phenomenon roles includes behaviors that are associated with each role, as found in the 
published literature.  The roles that are established and adopted by these children from 
their families to the social environment, such as a school setting, will be reviewed from 
the psychological and psychosocial points of view.  These psychosocial and family 
dynamics are presented in two parts: peer relationships and student/teacher dynamics.  
After reviewing the family and transferential systems dynamics related to the 
bullying phenomenon, interventions that have been utilized with these children are 
addressed.  The interventions are presented on multiple interactive levels including social 
interventions, family interventions and psychological interventions.  Social interventions 
are designed around the natural environments of these children, such as schools and 
neighborhoods.  Psychological and family interventions include: group therapy, family 
therapy, individual therapy as well as different therapeutic milieus such as behavior 
modification, cognitive-behavioral therapy, and psycho-dynamic therapy. 
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  This review provides an examination of art therapy theory.  This section 
examines the benefits of the art therapy modality, inherent advantages of utilizing art 
therapy, and the use of art therapy with the population of children and adolescents. The 
child’s ability to communicate through the process of art therapy is discussed.  Also 
reviewed is the child’s ability to disclose socially unacceptable thoughts and feelings 
through the process of art therapy.   
Finally in the literature review, the art therapy literature that made reference to or 
focused specifically with the bullying phenomenon will be discussed.   
 
Overview of the Bullying Phenomenon 
Definitions of Bullying 
 
Bullying is an ongoing problem in America.  Bullying, as defined by Princeton 
University (2006), is: 
. . .the repeated intimidation of others by the real or threatened infliction of 
physical, verbal, written, electronically transmitted, or emotional abuse, or 
through attacks on the property of another. It may include, but not be limited to 
actions such as verbal taunts, name-calling and put downs, including ethnically-
based or gender-based verbal put downs, and extortion of money or possessions. 
 (Princeton University, 2006, ¶1) 
This problem is also identified and defined by the American Psychological 
Association.  The definition of bullying from the American Psychological Association is: 
Bullying is aggressive behavior that is intended to cause harm or distress, occurs  
repeatedly over time, and occurs in a relationship in which there is an imbalance  
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of power and strength.  Bullying can take many forms, including physical  
violence, teasing and name calling, intimidation, and social exclusion.  It can be  
related to hostile acts perpetrated against racial and ethnic minorities, gay, lesbian,  
and bi-sexual youth, and persons with disabilities. (APA Online, 2005, ¶ 1) 
The Bully Police USA (2008, definitions section ¶ 2) organization, an anti-
bullying organization, outlines bullying behavior with the following points: 
• Refusal (not inability) to think rationally about themselves and others  
• Small scale Terrorist, with behavior mostly taking place during school time  
• Justifies harmful activities towards others with self psychological excuses ("I want to 
appear tough and in control")  
• Enjoys enforcing power on others and causing extreme fear  
• Over-bearing person who tyrannizes the non-violent and physically less strong  
•To rule by intimidation, terror  
• Threatens or acts violence on others 
The final definition of bullying presented here is one that is found in Olweus’ 
book entitled Bullying at School.  Olweus states that: 
I define bullying or victimization in the following general way: A student is being  
bullied or victimized when he or she is exposed, repeatedly and over time, to  
negative actions on the part of one or more other students.(Olweus, 1993, p.9) 
Olweus(1993) goes on to clarify that the power struggle is an essential aspect of the 
bullying phenomenon. 
  In order to use the term bullying, there should be an imbalance in strength (an  
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asymertric power relationship):  The student who is exposed to the negative 
actions has difficulty defending him/herself and is somewhat helpless against the 
student or students who harass. (Olweus, 1993, p.10) 
All three of these definitions have similar terminology that can be found in many 
articles researching bullying.  There are two key elements to these and other definitions 
of bullying.  These elements are repeated intimidation of some form over time and the 
power differential between bully and victim.  Olweus (1993) distinguishes the differences 
between an isolated incident of aggression and the bullying phenomenon.  “Even if a 
single instance of more serious harassment can be regarded as bullying under certain 
circumstances, the definition given above emphasizes negative actions that are carried out 
repeatedly and over time” (Olweus, 1993, p.9).  Dorothea Ross (2002) finds fault with 
Olweus’ definition on the time period involved in bullying.  In her literature review on 
the bullying phenomenon, Ross states that “The problem with the repeated occurrence 
requirement is that the waiting period heightens the negative effects on the victim, allows 
the bully to feel rewarded, increases the fear in onlookers, and makes intervention a more 
lengthy process” (p.106).  Ross discusses in her article how different researchers identify 
different intervals of time to distinguish the difference between bullying and isolated 
incidents of aggression.  Ross found that researchers agree that bullying is a repeated 
series of negative actions but vary in how often or length of time between incidents of 
bullying behaviors. This issue identified by Ross makes the other identified key element 
of bullying, the power imbalance, the only mutually identified element to the 
phenomenon of bullying agreed upon in all definitions. 
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Central to the dynamics and manifestation of bullying is the phenomenon of the 
power differential between the aggressor and the victim.   For instance, Carol Ross 
(1996) suggests that due to the nature of the power differential that occurs in bullying, 
children “ . . . do not have ways of dealing with [bullying] which do not rely on the overt 
use of power and a winner and a loser” (p. 150).   She goes on to say that “if we 
understand children’s bullying as a reflection of wider social power dynamics, we 
understand that we must provide alternative models of dealing with conflict” (p. 150)    
Solberg, Olweus, & Endresen (2007), and Selekman & Vessey (2004) discuss the 
power differential as either an actual power difference or perceived power difference 
between the bully and the victim.   Solberg, et al. (2007) describe bullying in a power 
dynamic by stating “the relation is characterized by an imbalance of perceived or actual 
power between the perpetrator(s) and the target” (p. 444).  This implies that bullies only 
become involved in the act of bullying when there is the feeling that they can dominate in 
some way the victim.  The bully is seeking to make others aware that they are in some 
way superior to the victim.  As found by Selekman & Vessey (2004) ,“the need for 
perceived power and control results in a feeling of dominance and an achieved status, 
even if only in the eyes of the bully and those who watch and often fear him or her” (p. 
248).     
 
History of the Bullying Phenomenon 
 
Historically, the phenomenon of bullying has been an integral part of the 
educational culture since the inception of the school system. Dorothea Ross (2002) has 
stated that “From historical (Aries, 1962; Burk, 1897) and fictional (Hughes, 1857) 
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accounts it seems probable that bullying has been a part of school life, especially 
boarding school life, for as long as schools have existed (Smith & Sharp, 1994)” (p.105). 
Research into the etiology, dynamics, and manifestation of bullying has been increasing 
in recent years.   
The historical trend of the bullying phenomenon and the reason that research has 
been slow to recognize bullying as maladaptive, as presented by Limber & Small, (2003), 
Dorthea Ross, (2002), and Olweus (1993) is that society has based its knowledge of the 
phenomenon on the misconception that bullying is part of growing up.  Since bullying is 
considered by the public as a type of developmental milestone for children, according to 
Limber & Small (2003), there has been a lag in the development of research done on the 
topic in the United States.  Of the trend of researching bullying in the United States, Ross 
(2002) stated that “Investigative interest in bullying has been slow to develop here 
because many Americans regard it as a normal occurrence, a part of the inevitably 
turbulent process of growing up” (p.107). Limber & Small (2003) also describe 
Americans’ sentiment towards bullying as being part of growing up.  Limber & Small 
(2003) state that “Historically, bullying among school children has not been a topic of 
significant public concern. Indeed, many adults have viewed the experience of being 
bullied as a rite of passage for children and youth” (p.445).  Ross (2002) also states that 
“A common misconception about bullying is that it is a transient problem of childhood 
and early adolescence that disappears with increasing age” (p. 108).  
In contrast to the acceptance of bullying as a rite of passage, Whitted & Dupper 
(2005) describe bullying as “the most prevalent form of low-level violence in schools 
today and, if left unchecked, can lead to more serious forms of violence” (p. 167).  
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Whitted & Dupper review different prevention programs in their study, due to the 
recognition that bullying is not just a normal part of development but can have profound 
effects on the school environment as well as the individual.  Whitted & Dupper as well as 
other researchers (Olweus, 1993; Ross, 2002; Stevens, et al., 2001; Orpinas, et al., 2003; 
Hallford, et al., 2006) are now finding that the bullying phenomenon can have lasting 
psychological and social effects on all parties involved which include: depression, low 
self esteem, anti-social behaviors, involvement in the criminal justice system, and 
suicide. 
 The misconception of bullying being part of normal development for children has 
hindered the progression of research and recognition of the underlying violence involved 
in bullying.  Bauman & Del Rio (2006) have also suggested that although there has been 
an accumulation of research on the bullying phenomenon worldwide, “the United States 
have only recently begun to establish a body of research on bullying” (p. 219).  
Pellegrini, Bartini, & Brooks (1999) imply that the problem of bullying is becoming more 
relevant in the United States due, in great part, to the media coverage of incidents that 
have links to the bullying phenomenon.  Pellegrini, et al. (1999) state that bullying 
“seems particularly acute in U.S. schools where the news media report a variety of 
disturbing incidents ranging in intensity from extortion of children’s lunch money to gun-
toting youngsters who kill their classmates” (p. 216).   
Although bullying has been present in schools apparently for centuries, a factor 
that was not present until recently is the technology of contemporary society which 
contributes to the sensationalization of bullying.  Bullying in schools, as Pellegrini et. al. 
(1999) have inferred, has become part of media reports.   Solberg, Olweus & Endresen 
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(2007) found that “Retrospective analyses of school shootings in the United States 
(Anderson et al., 2001; Vossekuil, Fein, Reddy, Borum & Modzeleski, 2002) indicate 
that a considerable proportion of the perpetrators in recent shootings with deadly 
outcomes had been bullied at school” (p. 444).  News media have brought images of the 
aftermath of such incidents as the shootings at Columbine in Denver, Colorado and Red 
Lake High School in Minnesota to the world.  Although there are many other instances of 
school shootings which the media have attributed to the phenomenon of bullying and 
repeatedly broadcast, these are just the most publicized instances of bullying brought to 
light by the media (Moore, 2002). 
These isolated instances are only highlighted due to their highly publicized 
aftermath.  Bullying may be much more prevalent according to other research.  The 
increasing incidents of bullying and victimization in schools range from estimates of 7% 
to 15%, as reported by Olweus in 1993, to a more recent estimate of 15% to 25%, as 
reported by Nansel, T.R., Overpeck, M., Pilla,  R.S., Ruan, W.J., Simons-Morton, B., & 
Scheidt, P. in 2001,and as high as 30% according to Limber & Small in 2003.  Cohn and 
Canter (2003) have approximated through a study done with over 15,000 6th through 10th 
graders that “3.7 million youths engage in, and more than 3.2 million are victims of, 
moderate or serious bullying every year” ( ¶ 2).  According to the American 
Psychological Association (2005) “ninety percent of 4th through 8th graders report being 
victims of some form of bullying” (¶ 2).  Ross (2002) states that “It follows that bullying 
may be the most prevalent form of violence in American schools and one that is likely to 
affect the greatest number of students” (p. 107).   
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Public Health and Public Policy 
National Awareness 
Bullying has become an issue which has been recognized on the national level in 
the United States.  Newman-Carlson & Horne (2004) relate that:  
The United States Department of Justice and The National Association of School  
Psychologists estimate that 160,000 children miss school each day because of fear  
(Lee, 1993).  Bullying a major cause of this fear, keeps children from perceiving  
school as a safe environment. (p.260) 
Aspy, Oman, Vesely, McLeroy, Rodine and Marshall (2004) also discuss the 
national awareness of childhood violence and bullying when they state “for example, in 
each of the well publicized school violence incidents listed earlier [Littleton, CO and 
Conyers, GA] the event was preceded by occasions in which the perpetrators were 
bullied, teased, isolated or ostracized by those who became their targets” (p. 268).  
Cohn& Canter (2003) also report that “between 1994 and 1999 there were 253 violent 
deaths in school, 51 casualties were the result of multiple death events.  Bullying is often 
a factor in school related deaths” (¶ 4).  
Exposure to violence and the impact of bullying in school as well as other social 
settings is manifested in academic, social and behavioral functioning.  Schwartz & 
Hopmeyer Gormans’ (2003) research also discusses children being predisposed to 
violence in their neighborhoods in America reflecting in their academic performance at 
school.  Schwartz & Hopmeyer Gormans’ (2003) research about exposure to violence in 
neighborhoods states that “Children who have been exposed to neighborhood violence 
may also be at risk for disruptive behavior problems in the classroom (Gorman-Smith & 
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Tolan, 1998) and concomitant social difficulties with school peers (Schwartz & Proctor, 
2000)” (p.163).  Twemlow (2003) states that: 
 Violence undermines the social, emotional, and intellectual development of many  
of America’s children and their future.  Columbine and the series of physically  
violent incidents in our schools have understandably terrified educators and  
students about physical safety in our schools and communities today. (p.118)    
The Bully Police USA (2008) website, in an effort to inform the public of national 
awareness and legislation presented by its representatives, quoted Congressman Trent 
Franks regarding bullying: 
The school ground bully has been around for too long.  His entire success at  
bullying is predicated upon arrogant disregard to simple decency, and a  
willingness to brutalize an innocent victim simply because the bully is bigger and  
stronger and others are afraid to intervene.  It is insidious and calls for society and  
government to intervene decisively.  This bullying bill is a start.  As you  
deliberate this bill please reflect on the fact that Government's primary purpose  
for existence is for the protection of its innocent citizens.     ...Then remember  
your bully as a child. Congressman Trent Franks (R) Arizona (as cited by Bully  
Police USA website, 2008, ¶ 4) 
 
Legislation 
As a result of increasing awareness of the detrimental effects of bullying some 
states have taken legislative steps to intervene in this issue. According to Limber & Small 
(2003) “many state legislatures are interested in passing laws that influence the 
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development of school-based violence prevention policies that are inclusive of bullying” 
(p. 445).  The Bully Police USA (2008), “a watch-dog organization - advocating for 
bullied children and reporting on state anti bullying laws” reports that as of August 2008, 
thirty-six states have adopted legislature/laws against bullying (¶ 2). Legislation began in 
1999 with the state of Georgia and has since branched out throughout the USA.  Limber 
& Small (2003) have found through their literature review that:  
Most [laws] have gone into effect since 2001, and likely were motivated, at least  
in part, by tragic shootings at several U.S. high schools in the late 1990’s and  
subsequent reports (Vossekuil, Fein, Reddy, Borum, & Modezeleski, 2002) that  
many perpetrators of school shootings had felt persecuted, bullied or threatened  
by their peers. (p. 446) 
 
Local, state, and the federal governments are now contributing to addressing the 
issue of bullying by taking a more active stance in drafting legislation as well as 
implementing prevention programs since these violent acts have been brought to light 
recently.  Hallford, Borntrager & Davis (2006) also reflect upon the reactive nature of the 
government and society in general to address bullying when they state “Researchers, 
teachers, administrators, and policymakers, as well as the lay public, lent increased 
attention and resources to this problem following numerous school shootings in the past 
decade and their alleged connection to bullying” (p.91).  Hallford, et.al (2006) go on to 
state how the United States Government “has devoted some attention to the problem of 
bullying in schools” (p.92) through the No Child Left Behind federal bill.  Limber & 
Small (2003) also discuss the involvement of the United States federal government by 
stating: 
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Even though state laws dominate the legal landscape, federal laws and policies do  
provide incentives for school districts to address student safety.  Indeed, through  
major activities such as the No Child Left Behind initiative, the federal  
government often provides funding for research and demonstration programs that  
address school violence.  Moreover, a public awareness campaign entitled Take a  
Stand, Lend a Hand, Stop Bullying Now that specifically addresses bullying is  
currently being launched. (p.445-446)   
 
 
School Based Regulations 
 
Hallford, et.al (2006) and Limber & Small (2003) both suggest that with the U.S. 
government taking more actions towards the passing of legislation against bullying such 
as the No Child Left Behind bill, certain schools have implemented their own regulations 
in response to state legislation.  In their article, Hallford, et.al. (2006) review the state of 
Oklahoma’s anti-bullying legislature titled “School Bullying Prevention Act”.  This law 
states, as cited by Hallford, et.al. (2006), that “all Oklahoma public schools would be 
required to address bullying problems in school, particularly to implement a 
comprehensive bullying prevention program” (p. 92).  Other states have adopted similar 
laws which give the school system the opportunity to choose the anti-bullying prevention 
program they wish to implement.  Limber & Small (2003) state in this regard that “many 
state legislatures now are interested in passing laws that influence the development of 
school-based violence prevention policies that are inclusive of bullying” (p.445).  In the 
instance of Hallford, et.al.’s (2006) research, the system that was put into place in parts of 
Oklahoma was titled “Bullyproof”.   Fekkes, Pijpers & Verloove-Vanhorick’s research 
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(2005) also suggests that anti-bullying programs in schools are vital since “As expected, 
most bullying took place in the playground and in the classroom, which are the two 
places where the children mostly interact with each other” (p.85). 
Even with the legislative surge and school based programs, a problem that is 
identified with the implementation of such laws and protocols is the school personnel 
who are held responsible for implementing such protocols.  Bauman & Del Rio (2006), 
Frey, Hirschstein, Snell, Van Schoiack Edstrom, MacKenzie & Broderick (2005), 
Hirschstein, Van Schoiack Edstrom, Frey, Snell, & MacKenzie (2007), and Kallestad & 
Olweus (2003) recognize the disparity between what a teacher perceives as bullying and 
what is considered bullying.  Each group of the above mentioned researchers observed 
the role of the teacher in the implementation of bullying interventions as well as teachers’ 
perceptions of bullying in the classroom setting.   
Bauman & Del Rio (2006) studied preservice teachers’ (N=82) responses to 
bullying scenarios via vignettes of different types of bullying.  Bauman & Del Rio 
describe that the sample for this study considered relational bullying to be the least 
serious type of bullying.  The sample “had less empathy for victims of relational bullying, 
were less likely to intervene in relational bullying, and would take less severe actions 
toward relational bullies and victims than those involved in physical or verbal bullying” 
(Bauman & Del Rio, 2006, p.225).  Another major finding of this study was the 
difference in perceptions between the sample for this study and a sample of experienced 
teachers from a previous study by Yoon & Kerber utilizing the same bullying vignettes.  
Bauman & Del Rio discuss that the preservice teachers had significantly higher scores on 
recognition of seriousness, empathy, and likelihood of intervening with regard to bullying 
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as compared to the scores of the sample from Yoon and Kerbers’ study.  Both studies, as 
reviewed by Bauman & Del Rio, found that both groups did not have specifics concepts 
for dealing with the bullying phenomenon.  Bauman & Del Rio (2006) postulate with 
regard to the previous study’s results that “perhaps experienced teachers become 
desensitized to bullying to compensate for their lack of skills to respond to bullying” (p. 
226). 
 Frey, et al. (2005) and Hirschstein, et al. (2007) observed teachers in 36 schools 
who were implementing the Steps to Respect bullying prevention program.  Kallestad & 
Olweus observed 89 teachers implementing the Olweus Bullying Prevention Program 
through questionnaires completed by students, teachers, principals and parents several 
times over a six month period. Bauman & Del Rio (2006) studied perservice teachers’ 
perceptions of bullying. All found that teachers require training in identifying bullying in 
the classroom and instruction on how to intervene.    
With the implementation of entire school based bullying intervention programs 
teachers’ perceptions of their own effectiveness and actual intervening in these situations 
have been found to vary.   One of the problems identified by Craig, Pepler, & Atlas with 
programs such as Bullyproof and many other programs which are implemented in schools 
(as cited by Frey, et al.2005) is that “Although teachers perceive themselves as 
intervening often against bullying, observational research shows teachers intercede in 
only 15% to 18% of classroom bullying episodes” (p.479).  Hallford, et al. (2006) also 
identify problems with programs like Bullyproof due to “surprisingly, few studies of 
bullying, particularly on the effectiveness of bullying prevention programs, have been 
conducted in the United States” (p.92).   
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Fekkes, et.al. (2005) reflect upon teachers’ perceptions in their research when 
they found that “when teachers knew about bullying, they often tried to stop it; however 
in many cases the bullying stayed the same or even got worse.  This could indicate that 
teachers should learn skills to more effectively intervene in bullying incidents” (p.86).  
Pepler, Smith & Rigby state “An important component in successful outcomes [to 
bullying prevention programs] appeared to be the degree of commitment of the teachers” 
(as cited in Bauman & Del Rio, 2006, p. 219).  Ross (1996) comments on the 
effectiveness of bullying prevention when she states that “Without an effective whole 
school approach to dealing with bullying, children are effectively left to deal with 
incidents as best they can, and this clearly exacerbates the bullying dynamic” (p.141).  
When participants in the bullying phenomenon are left to their own devices it can 
lead to an ongoing cycle of violence that is perpetuated on all levels.  Twemlow, Fonagy, 
Sacco & Brthour (2006) utilized a questionnaire with 116 teachers to discover if the 
dynamic of bullying extends to the teacher/student dynamic in schools.  The purpose of 
this study was to examine teachers’ perceptions of teachers who bully and are bullied by 
students.  Student bullying of teachers does not fit into the traditional definition of 
bullying.  Twemlow, et al. found that a student, through disruptive acting out in the class 
and the teacher’s inability to control the situation, gives the student the dominant stance 
in the power dynamic.  The student will also use manipulation/coercive tactics to de-skill 
the teacher.  This in return creates a cyclic dynamic according to Twemlow et al. between 
the teacher and students.  They state “Teachers who had experienced bullying by students 
also tended to bully students” (p. 189). 
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The Dynamics of Bullying 
 This section defines the roles of bullies, victims and bully/victims as well as the 
psychodynamic factors of the bullying phenomenon.  Psychological effects of the 
bullying phenomenon for each role are reviewed.  It also examines different aspects such 
as family dynamics, psychosocial factors and power differential in regards to the bullying 
phenomenon. 
Roles- Bullies, Victims, Bully/Victims 
The dynamics of bullying indicate some universal trends.  Perren & Hornung 
(2005) conducted a meta analysis of the literature in which they identified a trend in the 
research on bullying.  According to the literature, cited by Perren & Hornung, three types 
of individuals have been identified as active participants in bullying:  “Bullying research 
traditionally differentiates between [individuals] who are only victims, those who are 
only bullies and those who are both (Olweus, 1993; Pellegrini, 1998; Rigby, 2002)” 
(p.52).    The topic of bullies and victims has been prevalent in the reports of other 
researchers as well (Cohn & Canter, 2003; Dill, Vernberg, Fonagy, Twemlow & Gamm, 
2004; Pellegrini, Bartini, & Brooks, 1999; Perren & Hornung, 2005; Raskauskas & 
Stoltz, 2007; Salmon & West, 2000;  Storch & Ledley, 2005; Twemlow & Cohen, 2003; 
Veenstra, et. al., 2005).  Cohn & Canter (2003), Salmon & West (2000), Storch & Ledley 
(2005), and Twemlow & Cohen (2003) all have done literature reviews and agreed with 
or expanded upon previous definitions of bullies and victims.  They have expanded upon 
the specific roles of each participant in the bullying phenomenon by discussing specific 
characteristics of each from previous research as well as more current findings.   
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Others such as Dill, et al. (2004), Pellegrini, et al. (1999), Perren & Horung 
(2005), and Raskauskas & Stoltz (2007) have investigated the prevalence of each of the 
roles identified in the bullying phenomenon with various questionnaires distributed to 
children and adolescents during their investigation.  In doing so, a greater understanding 
of the parallels between the roles of bullying has been gained.  It was found that both 
bullies and victims may suffer from the same issues: depression, suicidality, and issues of 
self esteem.  
Both Ross (2002) and Olweus (1993) make further distinctions in the categories 
of bullies and victims by distinguishing between an aggressive bully and an anxious 
bully, and passive victims and provocative victims. Bauman and Del Rio (2006) have 
also made distinctions in three bullying styles.  These are physical bullying, relational 
bullying, and verbal bullying.  Solberg et al. (2007) have also postulated that there is a 
difference between a bully/victim and an aggressive victim. Veenstra, et al., (2005) not 
only examined the roles of individuals participating in the bullying phenomenon but also 
used multivariate analysis and multisource informant questionnaires in an attempt to 
define the roles of bullies and victims and also discern the etiology of bullying by 
controlling for multiple variables. 
 
Characteristics of Bullies 
The American Psychological Association (2008) describes bullies as: 
 Children who regularly bully their peers tend to be impulsive, easily frustrated,  
dominant in personality, have difficulty conforming to rules, view violence  
positively and are more likely to have friends who are also bullies.  Boys who  
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bully are usually physically stronger than their peers. (¶3) 
Ross (2002) describes two types of bullies.  The first is the Aggressive Bully.  
Ross’s (2002) description of an aggressive bully mirrors Olweus’s (1993) description of a 
bully in many ways.  Ross (2002) describes an aggressive bully as “They are stronger 
than average, very active, impulsive, assertive, threatening, and are easily provoked; a 
positive attitude to violence underlies their behavior” (p. 108).  Cohn & Canter (2003) 
also relay these characteristics of the bully and add that the bully has “the goal of gaining 
power over or dominating another individual” (¶ 2).  Ross goes on to discuss the 
aggressive bully with her review of research when she states “They have no empathy for 
their victims and feel no remorse about their actions, partly due to their perception of 
bullying incidents being significantly less severe than that of their victims (Besag, 1989; 
Olweus, 1993; Ross, 1996)” (p. 108).  Perry, Perry, & Kennedy (1992), as cited by 
Veenstra et al.’s (2005),  state in regards to bullies’ empathy that “Bullies believe they 
will achieve success through their aggression, are unaffected by inflicting pain and 
suffering, and process information about victims in a rigid and automatic fashion” 
(p.673).  Olweus (1993) discusses the aggressive bully with many the same behaviors but 
does make the distinction between male and female aggressive bullies.  Olweus (1993) 
states that: 
 Boys are more likely than girls to be bullies but it should be noted that bullying by  
girls is more difficult to discover: Girl bullies typically use less visible, and more  
sneaky means of harassment such as slandering, spreading rumors, and  
manipulating the friendship relations in the class. (p. 59) 
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Ross (2002) also distinguishes between male and female bullies when she states 
“Although boys are more often identified as bullies, girls also bully.  They are more 
likely to engage in verbal (malicious gossip) and psychological (social ostracism) forms 
of bullying, but are not exempt from physical harassment” (p. 114).    
Bauman & Del Rio (2006) discuss effects of verbalizations and exclusion when 
they discuss relational bullying.  They found through their review of information that 
“Victims of bullying have indicated that social exclusion was the worst form of bullying 
(Sharp, 1995)…Although physical bullying tends to decrease with age, relational 
bullying does not (Crick, Grotpeter, & Bigbee, 2002)” (p.220).  Bauman & Del Rio 
(2006) go on to state that: 
For both boys and girls, relational bullying has a stronger link to depression than  
does direct bullying; relational bullying and indirect forms of bullying likely  
‘cause the greatest amount of suffering, while they have a greater chance of going  
unnoticed by teachers’ (van der Wal, de Wit, & Hirasing, 2003, p. 1312). (p.220) 
Cohn & Canter (2003) also discuss indirect bullying when they state “Research indicates 
that bullying is more prevalent in boys than girls, though this difference decreases when 
considering indirect aggression (such as verbal threats)” (¶ 2). 
The other aspect of relational bullying about which Bauman & Del Rio (2006) 
have concerns is that relational bullying is not outwardly as visible as physical bullying 
and therefore overlooked.  Bauman & Del Rio (2006) found through their review that 
“When school personnel ignore or dismiss such behaviors [relational bullying], students 
perceive that they cannot count on adults for protection and/or that the behavior is 
acceptable or at least tolerated (MacNeil & Newell, 2004)” (p.220). 
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The other type of bully that Ross (2002) discusses is the anxious bully.  
According to Ross (2002), the anxious bully is not the initiator of the bullying 
experience.  They are usually followers who will actively participate in the bullying once 
it has already begun.  Ross describes their reactive state as almost a direct effect of the 
aggressive bully’s actions. “The actions of the aggressive bully have a disinhibitory effect 
to legitimize the bullying and this effect is strengthened in the anxious bullies on seeing 
the aggressive bully frequently rewarded” (Ross, 2002, p.114).  This effect is also 
discussed by Olweus (1993) in his three social effects of bullying (p.43-44) and  
Mouttapa, Valente, Gallaher, Rohrbach & Ungers’ (2004) review of the Dominance 
Theory and Social Cognitive Theory in relation to the bullying phenomenon. 
Due to the progress that has been made with technology, a new realm of bullying 
is taking place that is not limited to the traditional school setting.  Electronic bullying is 
an extension of the same phenomenon that occurs in face-to-face confrontations. 
Raskauskas & Stoltz (2007) have also examined the relationship between traditional 
bullying roles and electronic bullying roles.  “Electronic bullying has been defined as a 
means of bullying in which peers use electronics to taunt, insult, threaten, harass, and/or 
intimidate a peer” (Raskauskas & Stoltz 2007, p.569).  Their findings indicate that the 
role that is taken in traditional bullying is a predictor for the role that will be taken in 
electronic bullying.  
Characteristics of Victims 
 The American Psychological Association (2008) describes victims: 
 Children who are bullied are often cautious, sensitive, insecure, socially isolated,  
and have difficulty asserting themselves among their peers.  Boys who are bullied  
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tend to be physically weaker than their peers.  Children who have been victims of  
child abuse (neglect, physical, or sexual abuse) or who have disabilities are also  
likely to be bullied by their peers. (¶ 5) 
In an attempt to show historically different beliefs of why children are victimized, 
Ross (2002) briefly discusses two theories.  According to Ross’s (2002) review “For a 
long time it was assumed that the difference theory, being different in some way, was the 
criterion.” (p.115).   She goes on to state that “Then, in 1984, Olweus introduced the 
victim theory, that children are bullied because their whole demeanor labels them as easy 
targets who are unlikely to retaliate” (Ross, 2002, p. 115).  Cohn & Canter (2003) also 
use this theory when discussing why some children become victims.  “Victims signal to 
others that they are insecure, primarily passive and will not retaliate if they are attacked.  
Many victims long for approval; even after being rejected, some continue to make 
ineffective attempts to interact with the victimizer.” (¶ 6). 
 Ross (2002) and Olweus (1993) have identified two different types of victims.  
They are labeled as either a passive victim or a provocative victim.  Ross (2002) 
describes in her review of victims: 
Passive victims typically are lacking in self-confidence, are cautious, sensitive,  
and physically weaker and smaller than their same age peers.  They often have  
poor self-concepts, fears of inadequacy, ineffective social skills, poor  
interpersonal skills, no sense of humor, and a serious demeanor. (p. 116).  
The second type of victim identified by Ross (2002) is the provocative victim.  This child 
makes up a smaller percentage of the children who are victims according to Ross (2002).  
She characterizes the provocative victim as: 
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…volatile, and quite aggressive.  They tease and taunt, are hot-tempered, and  
often create considerable management problems in school.  They are far more  
assertive, confident, and active than other victims and are noted for prolonging a  
fight even when they are losing. (Ross, 2002, p. 118) 
Pellegrini et al. (1999) also describe the aggressive victim [provocative victim] when 
they state “rather than using aggression in a calculating and instrumental way  
(as do bullies), they seem to use it after losing control in response to provocation.” (p. 
217).  Another aspect of this type of victim that Pellegrini et al. discuss is their poor 
social relations (lack of friends) which is an important dynamic in a child’s psychosocial 
development. Pellegrini et al. (1999) highlight this developmental task by citing Perry et 
al. (1998) who emphasize that “ . . . unlike bullies, aggressive victims are rejected by 
nearly all peers and have few if any friends in any particular clique”(p.217).  Solberg et 
al. (2007) also discuss the behaviors of provocative victims that result in poor peer 
relations when they state “These provocative victims were irritable and restless, and their 
impulsive and disorganized behaviour seemed to provoke their fellow pupils” (p. 445). 
Bully/Victims 
The last active type of participant in the bullying phenomenon is the bully/victim.  
Solberg et al. (2007) conducted a study with an N of 18,154 students, ranging from fourth 
to tenth grade, in order to gauge the prevalence of bully/victims.  The results suggested 
that “ . . . bully/victims should be seen and treated statistically as a distinct subgroup, 
different from but also similar in some respects to the other two main groups of involved 
pupils, victims only and bullies only” (p. 463).   According to Ross (2002), these children 
“resemble provocative victims in that they often provoke others and are easily aroused 
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themselves” (p. 119).  The difference between the two roles, provocative victims and 
bully/victims, seems to be the bully/victims ability to bully others.  The provocative 
victim will become involved in a fight even though they will most likely not win.  The 
bully/victim will bully someone that they know they can dominate and win.  Ross (2002) 
describes it as “These children are typically weaker than their bullies and stronger than 
their victims.” (p. 119).  Solberg et al. (2007) also make the distinction between the 
bully/victim and the provocative victim/aggressive victim by discussing that the 
bully/victim term should be attributed when “bullying and victimization are measured 
within the context of a bullying relationship.  The term aggressive victim on the other 
hand [will be utilized with] a somewhat broader concept of peer aggression and 
victimization without an emphasis on the power imbalance” (p. 446). 
Veenstra et al.’s (2005) review of  research revealed, in regards to bully/victims 
characteristics, that: 
The findings suggest that bully/victims demonstrate high levels of both aggression  
and depression, and they score low on measures of academic competence,  
prosocial behavior, self control, social acceptance, and self-esteem.  They  
function more poorly than bullies or victims (Hanish & Guerra, 2004; Nansel et  
al., 2001, 2004; Schwartz, 2000). Bully/victims are among the most disliked  
members of a classroom(Batsche & Knoff, 1994; Schwartz, 2000). (p. 673). 
 
The Psychology of Bullying 
 While discussing the impact of peer aggression and victimization in the school 
setting, Stevens, De Bourdeaudhuij, & Van Oost (2001) imply that these issues “have 
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been identified as a significant threat to the development of children’s and adolescent’s 
mental and social wellbeing” (p. 155) and go on to state that “This [peer aggression & 
victimization] has resulted in a more profound concern within mental health promotion 
for the specific problem of bullying behaviour among peers” (p. 155). The American 
Psychological Association (2005) briefly discusses the psychological effects of bullying 
as: 
 Bullying exerts long-term and short-term psychological effects on both bullies  
and their victims.  Bullying behavior has been linked to other forms of antisocial  
behavior, such as vandalism, shoplifting, skipping and dropping out of school,  
fighting and the use of drugs and alcohol.  Victims of bullying experience  
loneliness and often suffer humiliation, insecurity, loss of self esteem, and  
thoughts of suicide.  Furthermore, bullying can interfere with a student’s  
engagement and learning in school.  The impact of frequent bullying often  
accompanies these victims into adulthood. ( ¶ 6).  
Salmon & West (2000) also discuss some of the psychological effects that bullying can 
have with children who are bullied at least once a week when they say “[victims] 
indicated significantly worse mental and physical health.  These victims reported higher 
incidence of emotional distress in the form of somatic symptoms, anxiety, social 
dysfunction and depression” (p. 375).   Similar to Salmon & West, Bauman & Del Rio 
(2006) found through their review of research during their study on preservice teacher’s 
responses to bullying scenarios that significant mental health issues also result from being 
victimized.  Bauman & Del Rio state: 
 Victims have been found to suffer from emotional and academic difficulties,  
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problems with social relationships, low self-esteem, and increased risk for  
depression (Hawker & Boulton, 2000; Sharp, Thompson, & Arora, 2000).  In  
extreme cases, running away, refusing to attend school, and attempting suicide  
have been linked to victimization through bullying (Elliot, 1992, as cited in Borg,  
1998). (p.219) 
The psychological effects of bullying are not contained to only the victims. 
Salmon & West’s (2000) review of the research regarding the mental health needs of 
children involved in the bullying phenomenon found that “children involved in bullying, 
especially children who were both bullies and victims, were psychologically disturbed 
and were more likely than control individuals to be referred for psychiatric consultation” 
(p. 376). 
 Ross (2002) also reviewed the research on the relationship of the bullying 
phenomenon to psychological issues: 
 Both bullies and victims were found to be at increased risk for depression and  
suicide, which led Kaltiala et al. (1999) to conclude that bullies were more like  
victims than is commonly thought.  When symptoms of depression were  
controlled for, suicidal ideation occurred most often among bullies.  Yet in the  
literature and the mass media, it is almost always the victims who commit suicide.  
(p. 110) 
McBurnett, Lahey, Rathouz, & Loeber (2000), as cited by Ross (2002), also touch 
upon the link between physiological symptoms and antisocial aspects of bullying.  
McBurnett, et al. conducted a four year study that involved thirty eight 7-12 year old 
boys. It was found that “extreme antisocial behaviors, including bullying, were strongly 
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associated with lower than expected levels of salivary cortisol” (p. 111).   The research 
correlates this lower level of cotisol to a lack of fear of consequences by bullies for their 
actions.  Ross (2002) states “Cortisol typically is released in response to fear such as fear 
of punishment for misbehavior.  Its low level in antisocial boys suggests that they do not 
fear negative consequences for misbehavior” (p. 111). 
 Veenstra et al. (2005) provide details regarding psychological symptoms for 
bullies, victims and bully/victims. In their research they used a sample size of   N = 1,065 
school children.  The tool used was the TRacking Adolescents’ Individual Lives Survey 
(TRAILS) which included peer nominations (surveys filled out by classroom children), 
family interviews, and the EMBU-C, a scale that assesses the child’s perception of 
parenting characteristics.  They discuss that “research suggests that children and 
adolescents identified as bullies and also as victims demonstrate poorer psychosocial 
functioning than their classmates” (p.673).  Symptoms that they describe for bullies are 
“…aggressive, impulsive, hostile, domineering, antisocial, and uncooperative toward 
peers and to exhibit little anxiety or insecurity” (p. 673).  Symptoms of victims were 
“withdrawn, depressed, anxious, cautious, quiet, and insecure than others and also less 
prosocial than uninvolved children.  Victims report feeling lonelier and less happy at 
school and having fewer good friends” (p. 673).  Veenstra et al. (2005) also describe 
characteristics of the third role in the bullying phenomenon.  The characteristics 
portrayed by bully/victims are described as “demonstrating high levels of both aggression 
and depression, and they score low on measure of academic competence, prosocial 
behavior, self control, social acceptance, and self-esteem.  They function more poorly 
than bullies or victims” (Veenstra et al., 2005, p. 673). 
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 Pellegrini, et al. (1999) also discuss the dynamic of bully/victims which is similar 
to Veenstra, et al’s (2005).  Pellegrini, et al. (1999) describe the bully/victim in their 
review of literature as:  
…highly emotional and hot tempered.  This emotionality often results in their  
aggression being reactive, rather than proactive (Dodge, 1991; Schwartz et al.,  
1997). That is rather than using aggression in a calculating and instrumental way  
(as do many bullies), they seem to use it after losing control in response to  
provocation.  Also, unlike bullies, aggressive victims are rejected by nearly all  
peers and have few if any friends in any particular clique (Perry et al., 1988).  
(p.217) 
 
Psychosocial Factors of Bullying 
This section discusses how perceptions and predisposition to violence in the 
community at large shapes the psychosocial roles involved in bullying.  According to 
Newman-Carlson & Horne’s (2004) review of the bullying phenomenon “America’s 
schools represent a microcosm of the American culture; thus, it is not surprising that they 
closely parallel and reflect the levels, forms, and causes of aggression in our society at 
large (Arndt, 1994; Hazler, Hoover, & Oliver, 1991)” (p.82).  Mouttapa, Valente, 
Gallaher, Rohrbach & Unger (2004) discuss how the relationships that are formed at 
school can form positive or negative relationships which may result in bullying behavior 
when they state:  
Validation from friends provides psychosocial support that leads to healthy  
development and adjustment (Ladd, Kochenderfer, & Coleman, 1996; Harris,  
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1995).  However, adolescents also face pressures to live up to the norms of their  
friendship group (Brown, Dolcini, & Leventhal, 1997), which may include  
involvement in bullying behaviors.  For this reason, the friendship network, the  
pattern of friendships among individuals within a group, is an important aspect of  
adolescent school bullying (p. 315).  
Storch & Ledley (2005) agree with this statement in their review of childhood 
victimization and psychosocial adjustments of children when they say “Ideally, peer 
relations are socially rewarding experiences that play an integral role in psychosocial 
development.  However, in a large number of instances, peer victimization can serve as a 
significant stressor for a child” (p.35).   
 While discussing the group mechanism and peer relations of bullying, Olweus 
(1993) identifies three social effects associated with the characteristics of bullying.  They 
are: 
o The social contagion effect 
o The weakening of the control or inhibitions against aggressive tendencies 
o A decreased sense of individual responsibility 
The first of these, the social contagion effect, refers to peers’ perceptions of the 
rewards/benefits or consequences of a “model’s” actions.  Olweus (1993) states “The 
effect will be stronger if the observer has a positive evaluation of the model, for example, 
perceives him/her as tough, fearless, and strong” (p.43).  Olweus explains that with a 
bully as the model, peers who do not have their own status in the social atmosphere may 
“be most strongly influenced” and most likely “would like to assert themselves” (p.43-
44). 
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 The second effect, the weakening of the control or inhibitions against aggressive 
tendencies, as described by Olweus (1993), is closely related to the first concept.  He 
describes it as “The main principle here is that seeing a model getting rewarded for 
aggressive behaviors tends to decrease the observer’s own inhibitions (i.e., ordinary 
blocks and controls) against being aggressive” (p.44).  This effect can have the opposite 
reaction as well according to Olweus (1993) when he states “Conversely, negative 
consequences for the model often activate and strengthen inhibitory tendencies in the 
observer” (p. 44).  When there is no intervention and the bully gains their reward in their 
“victory” over the victim it may influence peers who would otherwise be considered 
neutral in these situations according to Olweus.  Twemlow et al. (2006) also describe the 
difficulties presented by the neutral stance when they state “Although the drama of the 
bully-victim interaction derives from overt violence of a verbal, ostracizing and physical 
nature, frequently what perpetuates power struggles in the school system is the 
bystanding observer” (p.188). 
 The third effect discussed by Olweus (1993), a decreased sense of individual 
responsibility, can contribute to the reason that peers become involved in bullying.  
Olweus (1993) describes it as “a well known [concept] from social psychology that a 
person’s sense of individual responsibility for a negative action such as bullying may be 
considerably reduced when several people participate” (p. 44).  
 Olweus (1993) discusses how these three effects may change the perception of the 
victim by peers. “As a result of repeated attacks and degrading comments, the victim will 
gradually be perceived as a fairly worthless person who almost begs to be beaten up and 
who deserves to be harassed” (Olweus, 1993, p.44).  These type of changes in perception 
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according to Olweus make the normal feelings of guilt over such actions as bullying 
weaken. 
Schwartz & Hopmeyer Gorman (2003) also discuss how “Children who have 
been exposed to neighborhood violence may also be at risk for disruptive behavior 
problems in the classroom (Gorman-Smith & Tolan, 1998) and concomitant social 
difficulties with school peers (Schwartz & Proctor, 2000)” (p.163).  Schwartz & 
Hopmeyer Gorman (2003) researched the topic of violence exposure and children’s 
academic functioning by performing a cross-sectional investigation on this topic utilizing 
surveys with 237 children, these children’s achievement scores/GPAs, and a multi-
informant approach.  Schwartz & Hopmeyer Gorman found their results to mirror earlier 
researchers when they discuss community violence and disruptive behaviors in the 
classroom.  Schwartz & Hopmeyer Gorman state: 
Like previous researchers (Schwartz & Proctor, 2000) we found evidence for a  
modest association between these two forms of victimization.  Children who  
experience violence in the community may be vulnerable to bullying or related  
social difficulties with school peers as a consequence of acquired deficits in  
emotion regulation and social information processing (Shahinfar, Kupersmidt, &  
Matza, 2001).  (p. 163) 
Mouttapa, et al (2004) found, while researching the Dominance Theory or Social 
Cognitive Theory in their study through a survey of social network variables of a sample 
of 1,368 Southern California 6th graders, that the “findings suggest that social cognitive 
theory, rather than social dominance theory best explains the friendship patterns 
associated with bullying, victimization and aggressive victimization among adolescents” 
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(p. 321).  Mouttapa, et. al. (2004) briefly discuss both theories, Dominance Theory and 
Social Cognitive Theory, as postulated by Hawley(1999) and Bandura (2002), 
respectively.  Their definitions for this study were as follows: 
 Dominance theory posits that students use aggression against weaker students to  
gain access to resources, including high sociometric status among peers, whereas  
social cognitive theory posits that adolescents model their friends’ behaviors,  
including aggressive behaviors….dominance theory suggests that aggression is  
associated with high sociometric status, whereas cognitive theory suggests that  
aggression is associated with peers’ aggressive behaviors. (Mouttapa, et al., 2004,  
p. 316) 
Pellegrini & Bartini (2000) also described the social aspect of bullying in terminology 
which mirrors Hawley’s (1999) dominance theory when they state “Aggression is public 
when youngsters use it as a dominance display for peers.  This sort of public display is 
especially evident during the early adolescence, a time when social status is in a state of 
flux” (p. 360).  Mouttapa, et al. (2004) found though, through their research, that “on the 
contrary [to the dominance theory] male bullies did not differ from other males on 
measures of sociometric status” but that “Female bullies received fewer friendship 
nominations” implying that “female bullies occupy less central network positions, but 
have stronger ties to their friends” (p. 322).  They did find that “Consistent with social 
cognition theory…bullies and aggressive victims tended to nominate friends who are also 
aggressive.  These findings suggest that the presence of aggressive friends is associated 
with participation in aggression” (Mouttapa, et al., 2004, p.321).  Salmivalli, Kaukiainen, 
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& Voeten (2005) also found information which supports the social cognition theory when 
they state:  
It has been shown that although anti-bullying attitudes are common (Boulton,  
Bucci, & Hawker, 1999; Menesini et al., 1997; Rigby & Slee, 1991), few students  
actually express such attitudes or try to intervene in bullying (Pepler et al., 1994).   
On the contrary, many students act in ways that encourage or maintain the  
bullying, taking on the participant roles of assistants or reinforcers of the bully.  
(p. 467) 
 With regards to victims it was found that “Consistent with dominance theory, 
victims occupied less central positions in the friendship network relative to other 
students, as evidenced by the fewer friendship nominations they received” (Mouttapa, et. 
al., 2004, p.322).  It is implied that without appropriate social interaction via friends, 
victims may become more withdrawn which will have a spiraling effect of being further 
rejected by their peers. Storch & Ledley (2005) state, in regards to victims: 
 Peer victimization experiences have been linked to emotional and behavioral  
problems, and because of missed opportunities, might also preclude victimized  
children from developing appropriate social and coping skills causing them to be  
even more vulnerable to the deleterious effects of bullying (p. 35).   
This sentiment was also disclosed by Dill, Vernberg, Fonagy, Twemlow & Gamm (2004) 
in their review of research on chronic victimization of students by their peers.  Hodges & 
Perry, as cited by Dill, et al. (2004), state that “when victimization does occur, a vicious 
cycle may be set in motion, in which repeated victimization amplifies behavioral and 
psychological features that invite further victimization” (p.160).  Dill, et. al. (2004) go on 
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to describe how in past research it was found that interpersonal and intrapersonal factors 
in this cycle for victims could predict “increases in victimization over the course of a 
year, and victimization predicted increases in psychosocial maladjustment (Egan & Perry, 
1998; Hodges & Perry, 1999)” (p.160). 
 
Family Dynamics 
The experience of bullying and victimization is an ongoing part of life. The cause 
of the bullying phenomenon can be traced back to several physiological and 
psychological developmental phenomena in early childhood according to Ross (2002).  
She points to a 1997 research study conducted by Karr-Morse and Wiley (as cited in 
Ross, 2002) which involved case histories, crime statistics and research in neurobiology. 
The result of this research postulates that   “an investigation linking the etiology of 
antisocial behavior to the gestation period and first two years of life” is one theory related 
to the aggressive behavior inherent in bullying (Ross, 2002, p. 113).  Ross (2002) goes on 
to discuss how the early object relations between parents and their children contribute to 
the development of the bullying phenomenon. 
The relationship between parents and their children and the characteristics of 
parenting skills being utilized have been reflected in a multitude of other literature such 
as Olweus (1993), Smith, Twemlow, & Hoover (1999), Cohn & Canter (2003), and 
Perren & Hornung (2005).  Perren & Hornung (2005) state that “in sum, inappropriate 
parenting styles may predispose adolescents towards antisocial behaviours (bullying or 
delinquency)” (p. 52).    
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Olweus (1993) amplifies the issues in the early child/parent relationship that 
contribute to the development of bullying.  He specifically points to four factors as being 
related to the cause of bullying.  These factors were identified through longitudinal 
studies with boys but he relates that the results can be correlated to girls as well. These 
factors are: 
• The basic emotional attitude of the parents towards the child. 
• The permissiveness of the parent towards the child’s aggressive behaviors. 
• The parent’s use of physical punishment and violent emotional outbursts in their 
child rearing methods. 
• The temperament of the child. 
As Olweus (1993) concluded from his study of boys, the first of these four factors 
is “the basic emotional attitude of the parents, mainly that of the primary caretaker, 
toward the boy” (p. 39).  Ross’ (2002) findings seem to agree with the transmission of 
emotional communication from the parents as a contributory factor to the development of 
bullying, especially when Olweus (1993) refers to this issue, emotional attitude, “during 
his [the bully] earlier years” (p. 39).  Cohn & Canter (2003) agree with the effect of a 
negative attitude of the primary caretaker having an effect on the child when they state 
“when children receive negative messages or physical punishment at home, they tend to 
develop negative self concepts and expectations, and may therefore attack before they are 
attacked- bullying others gives them a sense of power and importance” (¶ 5).  
Olweus’ (1993) second factor relates to the trend of permissiveness and lack of 
limits or consequence for behavior in the home.  Olweus states that bullying appears to be 
related to: 
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the extent to which the primary caretaker has been permissive and allowed  
aggressive behavior on the part of the child.  If the caretaker is generally  
permissive and ‘tolerant’ without setting clear limits to aggressive  
behaviors toward peers, siblings, and adults, the child’s level of aggression  
is likely to increase. (p. 39)  
Smith, et al. (1999) also briefly discuss the influence of parental permissiveness by 
stating that “…in today’s affluent and permissive society, it’s rare to find consistency in 
the home.  A place where parents lovingly but firmly enforce the family rules without 
guilt and regret” (p.31).  Ross (2002) also addresses this topic when she discusses the 
cause of bullying.  She states:  
 . . .both parents have an unusually high tolerance for their child’s  
inappropriate aggression towards other children.  In the face of complaints  
from school or neighbors, they praise the child.  Further, they often insist  
that the child handle conflict situations with physical aggression. (p. 111) 
Cohn & Canter (2003) contribute the idea of parental oversight to the discussion of 
caregivers’ roles in the etiology of bullying.  They state that “the frequency and severity 
of bullying is related to the amount of adult supervision that children receive- bullying 
behavior is reinforced when it has no or inconsistent consequences” (¶ 5). 
 Olweus’ (1993) third factor leading to bullying is “the parents’ use of ‘power-
assertive’ child rearing methods such as physical punishment and violent emotional 
outbursts” (p. 40).  Smith, et al. (1999) support this factor with a study that was done in 
Topeka, Kansas which involved interviews done with 25 randomly selected children.  
The results of the interviews with these children yielded the following results.  “One 
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hundred percent of the bullies and seventy percent of the victims and bystanders had been 
exposed to violence in the home and many had been bullied by a parent or family 
member” (p.35).   Ross (2002) also describes that inconsistent discipline and physical 
punishment can lead to bullying issues.  She states that “the parental style of discipline is 
non-contingent, that is, one day the child is punished for some misbehavior, the next day 
he does it again and nothing happens” (p.111).  She goes on to specifically address the 
parenting style by saying “when the parents do punish the child they use power-assertive 
disciplinary methods such as severe corporal punishment” (p. 111).  Cohn & Canter 
(2003)  seem to agree with this by stating “additionally, children who observe parents and 
siblings exhibiting bullying behavior, or who are themselves victims, are likely to 
develop bullying behaviors”  (Why do some children and adolescents become bullies, ¶ 
1).  
 Olweus’ (1993) final factor is “the temperament of the child also plays a part in 
the development of an aggressive reaction pattern” (p. 40).  Ross (2002) agrees with this 
final factor and discusses this from an early potential factor.  She states that “some infants 
are high active, impulsive, easily angered and have a low tolerance for frustration.  A 
child with this temperament could become a bully” (p. 112). 
 
Genetic, Physiologic, Gender, and Socioeconmic Contributors to Bullying Behaviors 
Ross (2002) also discusses two other factors that may cause the bullying 
phenomenon.  These factors are related to the physiological contributors to aggression 
and bullying.  The first factor relates to the inclusion of an extra Y chromosome, which 
even though rare could be a factor for boys to become bullies but found “no convincing 
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evidence directly linking the extra Y chromosome to bullying” (p. 112).  The second 
factor discussed is levels of testosterone.  Ross (2002) discusses research done by 
Tremblay “who has been conducting long-term studies of more than 1,000 bullies and 
other aggressive children” (p. 113).  The results of his testing of the hormone-behavior 
links in 178 adolescent boys showed that the true bullies in the group had the lowest 
testosterone levels of all. 
The variable of age and gender in bullying has been identified as a factor in the 
type of bullying that occurs. According to the statistics, bullying can begin as early as 
pre-school and continue into adulthood (Ross, 2002; Olweus, 1993; Oprinas, Horne & 
Staniszewski, 2003).  Both boys and girls are involved in the bullying phenomenon.  
Reviews of the literature show that boys are more involved in direct bullying, such as in 
hitting or physical assaults; while both boys and girls are equally involved in indirect 
bullying, such as excluding others or starting rumors (Cohn and Canter, 2003; Fekkes, 
Pijpers & Verloove-Vanhorick, 2005; Olweus, 1993; Ross, 2002; Solberg and Olweus, 
2003; Storch and Ledley, 2005; Veenstra, Lindenberg, Oldehinkel, DeWinter, Verhulst & 
Ormel, 2005).  Fekkes, et.al (2005), Olweus(1993), and Twemlow, Fonagy and 
Sacco(2003) found that with older children and adolescents the bullying phenomenon 
becomes less physical, direct, and focused more indirectly such as rumors, scapegoating, 
excluding others, and public humiliation.  Perren and Hornung (2005) relate that “in 
adolescence, antisocial behaviours such as bullying or delinquency are many times higher 
than in other developmental phases across the life span” (p. 51).  In Ross’s (2002) review 
of research, she discusses that “teachers were better able to identify bullies and victims in 
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the elementary school than in middle school is not surprising because bullying at the later 
level is likely to be more subtle and covert” (p. 115). 
In contrast to the variables of age and gender, Olweus (1993) postulated that 
socioeconomic status has no real influence on the phenomenon of bullying.  Olweus 
shows with his longitudinal surveys in Norway that the percentage of “[big city] students 
[from Oslo, Bergen, and Trondheim] who were bullied or who bullied others was 
approximately the same or even somewhat lower than corresponding figures from the rest 
of the country” (p.23).  Selekman & Vessey (2004) comment on the socioeconomic status 
of the bullying phenomenon by stating “there is no difference in bullying behaviors based 
on geography or locale (e.g., urban, suburban, or rural settings), race/ethnicity, or 
socioeconomic status” (p. 248).  Veenstra, et al. (2005) state, in contrast to Olweus 
(1993), that “research suggests further that socioeconomic status is inversely related to 
bullying and victimization” (p. 674).  These variables of bullying seem to imply 
universality in some regards to the bullying phenomenon. 
 
Power Differential 
 A key element to bullying dynamic which was referred to briefly in the 
definitions section of this literature review is the power differential present in the 
bullying phenomenon. Hallford, Borntrager, & Davis (2006) state that “although bullying 
is defined in numerous ways, one common characteristic across definitions is the 
presence of a power differential” (p. 91).  Olweus (1993) states that: 
 It must be stressed that the term bullying is not (or should not be) used when two  
students of approximately the same strength (physical or psychological) are  
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fighting or quarreling.  In order to use the term bullying, there should be an  
imbalance in strength (an asymmetric power relationship): The student who is  
exposed to the negative actions has difficulty defending him/herself and is  
somewhat helpless against the student or students who harass. (p. 10) 
Twemlow, Fonagy, & Sacco (2003) state in regards to the power dynamic involved in 
bullying: 
 We have hypothesized at length that there is a social power dynamic between the  
victimizer, the victim and the bystander audience to this sick drama.  These  
cocreated roles are by definition dependent for their viciousness upon the  
intensity and sadism of the power struggles. (p.212) 
Carol Ross (1996) who worked with victims of bullying in England on a small 
scale states that “If we are going to be able to support children in effective ways we need 
to acknowledge the impact of the power dynamics of the school itself, and indeed of 
wider society as the backdrop for individual power-plays.” (p.133).  According to 
Newman-Carlson & Horne (2004), who reviewed bullying prevention literature, this 
imbalance of power between the bully and victim is perpetuated by “ learned aggressive 
behavior [and]. . . a belief on the part of children that those who are weaker or victimized 
deserve to be victims” (p. 82).  Ross (1996) also touches upon the power dynamic of 
bullying when she states “In my work on bullying, I have observed time and again how 
children’s individual reactions are an attempt to negotiate wider power dynamics and act 
out social pressures.” (p.132). Dorothea Ross (2002) also discusses the power dynamic in 
bullying but in the context of neutralizing the pathological and normalizing the behavior.  
Ross (2002) states that  “the bully is fondly (or fatuously) described as ‘all boy’ and the 
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victim is thought to benefit by having to endure it, by being ‘toughened up’ and thus 
better prepared for the adverse events of life.” (p. 107).   
 In the modern age, bullying has taken on both physical and verbal aspects.  The 
physical bullying phenomenon usually leaves more concrete evidence while verbal 
bullying may take on more psychological results and not be as obvious in reference to the 
power differential.  Raskauskas et al. (2007) make the distinction of how the power 
differential may be seen in verbal bullying when they state: 
 Indirect verbal bullying has been called relational aggression, which is bullying  
characterized by psychological attacks such as humiliation and/or manipulation of  
relationships.  Relational bullies use verbal methods to threaten relationships or  
social standing of victims and may use rumors or exclusion from important social  
activities to accomplish bullying (Crick et al., 2001; Espelage & Swearer, 2003).  
(p. 567) 
Raskauskas et al. (2007) go further with this concept of verbal bullying and research the 
use of electronic devices to perpetuate the power differential between a bully and victim.  
Raskauskas et al. (2007) describe how bullies utilize these electronic methods when they 
state “The perpetrators of electronic bullying use messages, pictures, and webpages to 
circulate rumors, secrets, insults, and even death threats to harass, manipulate, and harm 
their victims.” (p. 568).  This can be related to the Dominance Theory (Hawley, 1999) 
and Social Cognition Theory (Bandura, 2002) that was discussed in the psychosocial 
section of this thesis.   Raskauskas et al.’s (2007) study involving electronic bullying also 
realizes how the use of electronics may give the bully more power than was available a 
decade ago when they state “Electronic bullying may pose a greater threat than traditional 
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bullying because electronic bullying is often anonymous and can transcend school 
grounds such that children are vulnerable even in their own homes (Ybarra & Mitchell, 
2004)” (p. 572). 
 
 
Interventions 
 This section discusses the interventions that have been implemented in attempts to 
decrease bullying as well as promote healthier environments for children to develop.  
These interventions allow children to learn appropriate social skills when dealing with 
conflict and intimidation by peers.  Also made apparent is the disparity between the 
amount of clinical research that has been done on the social intervention of bullying 
aspect as opposed to the psychological interventions.  
Social interventions 
Various forms of identification of and interventions and/or treatment approaches 
for the bullying phenomenon have been documented in both community and individual 
venues.  According to Ross(2002) “a variety of methods have been used including peer 
nominations, teacher nominations, questionnaires, anonymous self-nominations, direct 
observation and individual interviews” (p. 115) to identify individuals who are suffering 
from or involved in the bullying phenomenon.  Once the issue has been identified 
interventions may be put into place.  
Two primary approaches to understanding and treating the bullying phenomenon 
seem to dominate the literature—mental health and public health. Twemlow, Fonagy & 
Sacco (2003) have classified a few of the different approaches to addressing the bullying 
phenomenon, such as individual mental health counseling or psychotherapy approaches. 
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They discuss a few of the approaches  such as: placement in mental health treatment and 
remedial program; addressing the social climates of school including power struggles, 
drug and alcohol abuse education, peer relationships and intense parental involvement; 
and addressing the health promoting activities (p.216).   
In the sphere of public health the interventions are based upon community 
approaches.  Both Olweus (1993) and Ross (2002) agree that a whole school type of 
intervention is needed to stop bullying.  Many different types of interventions have been 
tried to reduce or stop the bullying phenomenon.  Some of these public health 
interventions are: Steps to Respect Program; Bullyproof; the Olweus Bullying Prevention 
Program; Bully Busters; Bully Hotline; and the Peaceful Schools Project.  There has been 
debate over the success of these interventions as pointed out by Tarshis & Huffman 
(2007):  
In ‘Bullying in American Schools,’ (Espelage & Swearer, 2004) a recently  
published review of bullying and victimization in the United States, it is noted  
that of the more than 300 available bullying interventions, not one meets full  
criteria for recommendation as an evidence-based intervention. (Tarshis &  
Huffman, 2007, p. 125) 
Different states have adopted bullying interventions in an attempt to decrease the 
problem.  On a national as well as international level it has been recommended that 
interventions are adopted on a school wide basis (Olweus, 1993; Hallford, Borntrager, & 
Davis, 2006; Ross, 2002; Frey, Hirschstein, Snell, Van Schoiack Edstrom, MacKenzie & 
Broderick, 2005 and 2007; Kallestad & Olweus, 2003; Whitted & Dupper, 2005).  
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Salmivali, Kaukiainen, & Voeten (2005) in their research of anti-bullying prevention 
programs state that: 
In various countries, school based intervention programmes against bullying have  
been carried out.  According to Smith, Ananiadou, and Cowie (2003), a dozen  
projects have so far been reported in which several schools were involved and a  
systematic pre- and post-test evaluation of outcomes took place.  The findings  
from such studies are, however, mixed. (p. 466) 
One such study that was carried out by Slmivalli, Kaukianen,& Voeten (2005) 
involved an anti bullying program, the Finnish intervention program, that was to be 
implemented targeting the whole school community.  48 teachers from 48 different 
classes in 16 different Finnish schools, involving 1,220 students participated in this study.  
The results were based on a questionnaire that was collected at 2 different time periods.  
The teachers involved attended trainings over a one year period that provided feedback to 
teachers on skills utilized, bullying statistics, information about alternative methods of 
interventions and consultations.   The results varied considering that not all participated 
on all levels as had been planned.  Although there were several outcome variables which 
had positive impacts, it was found that due to lack of participation on all levels the results 
are not significant.  This mirrors other studies and problems which have been discussed 
where all participants did not completely invest in the program.  Olweus (1993) had 
implied in his studies that without full cooperation, programs may not make the impact 
that they are capable of in the prevention of bullying.  Ross (2002) also discussed the 
need for a whole school campaign against bullying. 
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Another study of a social intervention is the Steps to Respect program researched 
by Frey, et al. (2005).  In this study the program was implemented at six schools with 
children in grades 3-6 (N=1,023) who completed pre- and post-test surveys rated by 
teachers.  In this research observers also coded playground behaviors of these children.  
This program, like other social programs, attempted to include a whole community 
approach.  It has three tiers to its implementation.  They were:  
• staff training which included manuals for all school staff and strategies for 
dealing with bullying;  
• classroom curriculum which included lessons based on promoting social-
emotional skills for positive peer relations, emotions management, and 
recognizing, refusing, and reporting of bullying behavior; 
• and also parent engagement which included an overview for parents as 
well as curriculum that mirrored the intervention being used at the school 
so that parents could also implement the tools at home. 
The aspect of this program, which according to the authors is not present in other 
interventions, is the field observations.  The results of this study showed an increase in 
positive playground behaviors, normative beliefs and social interaction skills, as well as a 
decrease in acceptance or promotion of bullying behaviors by bystanders. 
Newman-Carlson & Horne (2004) state that “although it is unlikely that 
childhood bullying will be completely eliminated, there is reason to believe that with the 
cooperation of communities, agencies, schools, counselors, teachers, and students the 
problems can be significantly reduced” (p. 259). 
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Psychological Interventions 
Psychological approaches may also be utilized in attempts to intervene or prevent 
the phenomenon of bullying.  This could include individual therapy, group therapy, 
family therapy as well as drug therapy.  Salmon & West (2000) found through their 
review of research done with the bullying phenomenon that: 
The findings of the studies thus far discussed suggest that it is children who are  
both a bully and a victim of bullying who are most likely to present with physical  
or psychological symptoms.  The need for professionals to be aware that  
psychiatric interventions may be necessary for bullies as well as for their victims  
is clear. (p.376) 
Ross (2002) has related through personal communications with McBurnett, who 
researched the relationship between Cortisol release and the bullying phenomenon, that 
McBurnett “speculated that drug programs used with hyperactive children might prove 
effective” with bullying since some aspects may be biologically based (p. 111).  
McBurnett (as cited by Ross, 2002) also postulates that through therapy these children 
should seek a more health based model.  Therapists should assist the child in devoting the 
behavioral factors of being a bully and aggressive towards more socially acceptable 
outlets instead of attempting to extinguish these behaviors. 
Another therapeutic aspect approached by Ross (2002) is the individual session 
for the child involved. She states that “Counseling for bullies and victims has been found 
to be most effective when part of each session focuses on having each participant begin 
to understand the motivation and feelings of the other one” (p.124).  By increasing the 
empathy towards the other participant in the bullying dynamic, understanding and 
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interpersonal knowledge can be gained.  Ross (2002) asserts that the counselor can 
attempt to empower the student and have them acknowledge that the have the capacity to 
stop the cycle of bullying without indulging in their established role in the dynamic 
therefore breaking the cycle.  This approach, brief therapy: solution focused counseling, 
is attributed to Murphy (1997) according to Ross.  It takes into account not elimination of 
the problem but focusing on noticeable improvements that can be made. 
Both Ross (1996) and Ross (2002) found that support groups for victims of 
bullying may also be helpful for these children.  A support group would supply the 
participants with knowledge of coping skills, emotional support, and opportunities to role 
play interventions using techniques that were learned. 
Nickel, Krawczyk, Nickel, Forthuber, Kettler, Leiberich, Muehlbacher, Tritt, 
Mitterlehner, Lahmann, Rother & Loew (2005) conducted an experiment with 44 youths 
“…to determine the effectiveness of outpatient family psychotherapy as a monotherapy 
for anger reduction and improvement of behavior and interpersonal relationships and of 
health-related quality of life in male youths with bullying behavior” (p. 247). The type of 
therapy used was integrative family therapy for 6 months. Utilizing 4 different 
scales/inventories every 2 weeks for 6 months: the Adolescents Risky-Behavior Scale 
(ARBS), the State Trait Anger Expression Inventory (STAXI), the Inventory of 
Interpersonal Problems (IIP-D), and the SF-36 Health Survey (SF-36), the researchers 
found that “the results of this study show that outpatient family therapy seems to be an 
effective method of reducing anger and improving interpersonal relationships and health-
related quality of life in male youths with bullying behavior” (p.248).   This research took 
a family approach to the phenomenon of bullying as opposed to the entire school and 
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community approaches that Olweus (1993) had suggested.  As Hirschstein, Van Schoiack 
Edstrom, Frey, Snell & MacKenzie (2007) state in their review of the Steps to Respect 
anti bullying program “there is little work to date that addresses the link between 
classroom- or individual- level implementation of bullying prevention programs and 
program effects” (p.6). 
 
Art Therapy: Theory, and Art Therapy & the Bullying Phenomenon 
Art Therapy Theory 
 Art therapy has its origins in the 1940’s and 1950’s with pioneers Margaret 
Naumburg and Edith Kramer.  Art Therapy is based in psychoanalytic theory and has 
expanded to include a theory of its own.  In the 1960’s the national professional art 
therapy organization, the American Art Therapy Association (AATA), was created 
(Wadeson, 1980; Borowsky Junge & Pateracki Asawa, 1994).  AATA has described Art 
therapy as: 
Art therapy is a mental health profession that uses the creative process of art 
making to improve and enhance the physical, mental and emotional well-being of 
individuals of all ages. It is based on the belief that the creative process involved 
in artistic self-expression helps people to resolve conflicts and problems, develop 
interpersonal skills, manage behavior, reduce stress, increase self-esteem and self-
awareness, and achieve insight. (AATA, 2008, About Art Therapy section, ¶ 1) 
One of the advantages of art therapy is that it allows the child/adolescent to use 
non-verbal communication to portray conflict and reach some form of resolution.    
Levick (1983) states when working with children and establishing a relationship with 
them that “For the child who has become either withdrawn or a behavior problem 
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because of a specific learning disability, the first drawing accepted and valued by the art 
therapist/teacher may be the first step towards self acceptance for that child” (p. 11).  
Linesch (1988), in regards to adolescents, mirrors Levick’s statement concluding how the 
initial art created by adolescents needs to be accepted by the art therapist therefore 
creating a therapeutic alliance. 
Creating the initial relationship with the child is vital considering the trust issues 
that may be present.  Art therapy involves a vehicle by which the child/adolescent can 
express themselves and establish a working relationship with the therapist.  Linesch 
(1988) implies that art therapy is a tool which allows “the therapist to acquaint the 
adolescent with the therapeutic situation” (p.47).   As noted by Linesch, “the adolescent’s 
creative activity can be utilized to help the therapist with the initial establishment of a 
relationship” (p. 47).   Once this relationship is established communication can 
commence through non-verbal as well as verbal expression as noted by Kahn (1999).  
Eaton, Doherty, & Widrick (2007) also acknowledge the use of art therapy to create a 
relationship with the child which leads to non-verbal as well as verbal communication 
that they describe transpires in a storytelling fashion.  Eaton, et al.’s (2007) review of art 
therapy research done with children who had been traumatized by different events cites 
Avstreih & Brown, and St. Stomas & Johnson as describing the process of art therapy: 
“As the story unfolds, fantasy and reality are teased apart, leading to self-discovery and 
cathartic release, and the child is assisted in coping with the reality of the trauma and the 
accompanying emotions” (p.256). 
Another advantage of utilizing art therapy is that it allows the child to use a 
“degree of disguise”, a phrase Rubin (2005) uses to describe how a child can represent 
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themselves in their artwork with a form of protection.  Rubin describes how the art can be 
representational or symbolic, allowing the child to project their own emotions and 
thought processes onto the product with protection from unacceptable events.  This 
advantage is also referred to by Wadeson (1980) as Objectification.  Objectification, as 
Wadeson describes it, is “feelings or ideas are first externalized in an object (picture or 
sculpture).  The art object allows the individual, while separating from the feelings, to 
recognize their existence.”(p. 10).   By allowing the separation from the product, the child 
may process their role in the bullying dynamic, and seek a more acceptable role with their 
peer group.  Ross (1996) describes the art therapist’s responsibility to assist the child gain 
insight into their role.  She states “We need to help children stuck in a bully or victim 
mode of behaviour, learn to see themselves in a different light and negotiate a different 
role” (p.133).   As Mouttapa, et al. (2004) explain, acceptance by the peer friendship 
group may allow the child to develop appropriate socialization skills and become 
accepted in social environments by peers.   
Art Therapy, as Rubin (1999) describes it, is also used in crisis interventions to 
allow the participant to deal with overwhelming issues such as violence. “Art therapy is 
often part of the public and private efforts to provide ‘crisis intervention’.  This is a 
particular form of secondary prevention, offering help to those who are in the throes of 
responding to overwhelming events” (Rubin, 1999, p.287).  Utilizing art therapy in this 
type of situation also allows the child/adolescent to project as discussed in Wadeson’s 
Objectification. Art Therapy also allows the individual to relay the event in one product 
instead of reliving the event through verbalizations.  This is referred to by Wadeson 
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(1980) as Spatial Matrix.  Spatial Matrix as opposed to linear verbalizations allows the 
participant to portray the event all at once. 
As Wadeson (1980) described in the Advantages of Art Therapy: Decreased 
Defenses section of her book, “Because verbalization is our primary mode of 
communication, we are more adept at manipulating it and more facile in saying what we 
want to say than through other communicative modes” (p. 9).  Wadeson describes the 
ability of art therapy to be a therapeutic vehicle which is not as easily manipulated as 
verbal therapy.  Images created in the art therapy milieu allow for more unexpected 
revelations by the participant.  Wadeson describes this advantage as “Unexpected 
recognitions often form the leading edge of insight, learning, and growth” (p. 9).   
Landgarten (1981) also discusses the use of art therapy to assist the child gain 
insight into their issues.  Other advantages of art therapy, that can be applied to treating 
children and adolescents, are outlined by Landgarten (1981).  These include: 
• Presenting problem areas in a way which provides an atmosphere for openness 
and develops empathy 
• To create collages as a distancing factor to help the child reveal his/herself 
• To introduce themes which serve to portray analogous material 
• To provide a means for appropriate parental confrontation 
• To concretize a desire through the art which lends itself to making a commitment 
to change 
• To provide tangible evidence for a child’s needs 
• To express aggression and anger in a socially acceptable way 
• To provide a symbolic agent for setting limits 
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• To foster peer relationships through cooperative art projects 
 
Art Therapy and the Bullying Phenomenon 
In the field of art therapy, two studies were found regarding the use of art therapy 
as a tool to be used with the bullying phenomenon or issues that included bullying.  The 
first is a case study done in England by Carol Ross (1996).  Ross utilized art therapy with 
a group of children who were identified as being bullied in the school setting.  She 
worked with seven children ages nine and ten who had been identified as being “cause 
for concern” by their teachers.  The group art therapy sessions were twice weekly for two 
terms (autumn and spring). The group was presented to the entire class as a special 
project on rights so as to not ostracize the children who were chosen to participate. 
Topics that were approached through the art therapy sessions were self esteem, 
universality of feelings, role reversal to gain insight towards why peers would bully 
others, avoiding of labels, and empowerment against bullying.  
 The sessions included introductions with a self portrait which revealed symptoms 
of withdrawal and feelings of low self esteem on the children’s part.  A guideline for the 
future sessions was established and a set of rights were proposed by the children with 
Ross’s assistance.  The following session utilized the experiences from the first of 
creating rights.  The children were asked when their rights had been violated.  This 
resulted in responses which were all incidents of being bullied.  The children were then 
instructed to represent their feelings during this incident in their artwork.  The themes of 
this session developed around feelings of helplessness and retribution towards their 
attackers.  These themes were reoccurring during the following sessions.  The next 
  
 63
session was directed towards directly portraying a bullying scenario that the children 
were involved in.  During this session’s discussion the children were able to empathize 
with each other and recognize the effects that the bullying had upon them.  The children 
had difficulty verbalizing about their own personal experiences but were able to utilize 
the art as a metaphor for the infringement of rights by bullies.  In the next session the 
children were requested to portray an incident of bullying which they were able to stand 
up for themselves.  The children reported feelings of empowerment and were more vocal 
about their want to continue having that feeling. 
After that session the children became more responsible for the therapeutic 
process by identifying themes that they wished to explore.  Through the art the children 
were able to express themselves at this point without revealing their own weaknesses and 
project unwanted feelings onto the art.  The themes that progressed from this session 
involved how to be confident, empathy and understanding of others feelings, positive self 
exploration, self esteem, and standing up to bullies.  At this point Ross (1996) discovered 
that there was no school system that dealt with the issue of bullying.  Without the support 
of a school based system, Ross had to attempt to lead the group in a different direction.  
She decided to have the children explore the roles involved in bullying and the power 
dynamic involved and friends.  The children, during the next few sessions, created 
artwork in which they had role reversals and contributing role portrayals such as: bullies, 
victims, bystanders.  The children delved into body language and how each role has a 
visibly different aura.  The children used collage next as a way of exploring recognition 
of body posture and expression.  Discussions regarding the etiology of the bullying 
behaviors were delved into by the children.   
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Ross (1996) discusses how the children were making progress and that their 
referring teachers were noticing distinct changes in their attitudes and behaviors.  The 
teachers also noticed more confidence on the children’s part.  They were more actively 
participating in class. The children were now able to express their own feelings openly to 
the group and not be forced to feel inadequate.  The children also used their relationships 
from the group and became friends outside of group.  They supported each other during 
recess and other activities if they were in the same class.  This led to the children’s final 
session which they chose to be a time for reflection.  For the art therapy task they chose 
to compile their art into a book and title it ‘Feeling Good and Confident’ which they 
presented to their classmates.  
Out of the seven children, six seemed to have positive experiences from the art 
therapy sessions according to Ross (1996).  The last child was experiencing severe issues 
which were beyond the victim role.  She discusses the results for the six other children 
when she states “I believe that the art therapy intervention helped break its [spiraling, 
negative cycle of bullying] momentum by affording them the opportunity to make their 
distress visible; to build a sense of entitlement; and alter the way they perceived and were 
perceived by their peers” (p. 149).  
The second art therapy study, which included bullying behaviors, was researched 
by Rosal (1993). Rosal (1993) provided research using art therapy to help “children gain 
control over behavior and change perceptions of power and control” (p.231).  Rosal’s 
(1993) study examined the “use of art therapy to modify the locus of control (LOC) and 
adaptive classroom behavior of children with behavior disorders” (p. 231).  Locus of 
control is a psychological construct that was developed by Rotter (1966) which deals 
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with in simplest terms the perceptions of an individual towards reinforcements and 
rewards.  This construct’s main premise can be related to Olweus’ (1993) first three of 
the four factors that cause bullying.  Rosal utilizes art therapy in an attempt to “…change 
the LOC orientation of behavioral disordered students” (1993, p. 233). Rosal conducted a 
pretest- posttest control group intervention study conducted in a primary school located in 
a metropolitan area with students from grades 4, 5, and 6.  Using a Conners Teacher 
Rating Scale, five different teachers identified 48 students who scored having moderate 
to severe behavior problems (2-3 standard deviations above the norms).  Out of these 48 
identified students an N of 36 was established.  The other 12 did not participate due to 
parental consent.  These 36 were randomly assigned to one of three experimental 
conditions: a cognitive behavioral art therapy group, an art as therapy group or a control 
group.  Three measures were utilized to evaluate the outcome of the study.  The CNS-IE 
(Children’s Nowiki-Strickland Internal-External Locus of Control), the TRS (The 
Conners Teacher’s Rating Scale), and the PCDI (Personal Construct Drawing Interview) 
were the three measures used.  Rosal (1993) discussed the behaviors which were present 
in the subjects identified as having difficulties with their behavior in the classroom.  
“They also had difficulties with peer relations.  Many were outcasts in peer groups and in 
the classrooms.  Some were leaders of aggressive gangs who gained respect and fear 
from the other students through physical strength and power.” (Rosal, 1993, p. 233).  
These descriptions fit into the symptoms for bullies and victims which were discussed 
earlier.  According to Rosal the results were not significant but there was a distinct 
difference between the control groups and the art therapy groups.  Rosal (1993) states in 
her conclusion section: 
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Upon evaluating the hypothesis on the effectiveness of art therapy to increase 
control over behavior, the answer based on the outcome of this study is yes.  This 
answer, however, is tentative.  There has been only one study researching this 
question and more are needed to truly substantiate the claim (p.240). 
The use of art therapy as a treatment for this phenomenon of bullying with 
children has not been a proven method.  Through searches of academic and research 
based data bases for literature that has been published since this study was done in 1993 
has yielded no specific research indicating that any further research dealing specifically 
with the use of art therapy as an intervention for bullying has been conducted.   
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CHAPTER 3: METHODOLOGY  
 
Design 
  
This study is a descriptive study, wherein quantitative and qualitative data were 
collected through a web-based survey method.  According to Cozby (2007) “survey 
research employs questionnaires and interviews to ask people to provide information 
about themselves – their attitude and beliefs, demographics and other facts, and past or 
intended future behaviors”(p 124).   A secure, web based, self administered questionnaire 
developed by the researcher was used to elicit data from professional art therapists about 
their experience treating children who take part in bullying either as a bully, a victim, or a 
bully/victim.  The questionnaire utilized both open and closed ended questions.  The 
research questions for this study were:   
A) Are Art Therapists encountering children involved in the bullying 
phenomenon in the therapeutic milieu, and 
B) How are they assessing and/or treating these children? 
 
Location of the Study 
 The research was conducted through a secured web based survey.  There was no 
specific physical location. 
Time Period for the Study 
The study began upon approval from the Drexel University IRB and continued 
through December, 2008. 
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Enrollment Information 
 Healthy adult practicing male and female credentialed art therapists aged 25-85 
who have had experience treating children  involved in the bullying phenomenon. 
Respondents of all ethnic, racial, religious and socioeconomic backgrounds were eligible 
to participate.  
Participant Type 
 The respondents to this survey are professional, art therapists who have a master’s 
degree,  are registered art therapists and have at least two years clinical art therapy 
experience.  Because the research question deals with the phenomenon of bullying and 
the use of art therapy as a treatment for children who have experienced this phenomenon, 
the respondents must have had experience evaluating or treating children who have had 
this experience. 
Participant Source 
Respondents were recruited through the membership directory of the American 
Art Therapy Association. 
 
Recruitment 
Respondents were recruited through the American Art Therapy Association 
membership directory.  Only members who had listed their current and full e-mail 
address received an invitation to participate in the survey.  A list of e-mail addresses of 
members who met inclusion criteria for credentialing, without any other identifying 
information, was generated and entered into the secure web based survey site, 
www.zapsurvey.com.   
  
 69
1. An e-mail announcement (see Appendix A) of the study was sent out to potential 
participants who were professional credentialed AATA members through the 
zapsurvey.com website.  The posting included: 
• The title of the study and a brief description of the research study 
• Instructions on how to access and complete the survey 
• Inclusion and exclusion criteria 
• A confidentiality statement 
• A listing of any risk factors 
• A link to the survey 
2.  Respondents were asked to self select after reviewing all inclusion and exclusion 
criteria. 
3. Instructions were given to respondents NOT to reply to the e-mail. 
4. Instructions were included guiding the respondents to the secure survey link.  Those 
respondents electing to participate were instructed to not reply to the email but rather to 
follow the directions to log on to the provided link. 
5.  Respondents were instructed that their responses to all questions on the survey were 
anonymous and held for research purposes only. 
6.  The initial e-mail announcement (see Appendix A) gave an approximate time table of 
one month for respondents to respond by for the purpose of the research.  
7. A reminder e-mail was sent out two weeks after the initial e-mail announcement had 
been sent out.  
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Subject Inclusion Criteria 
• Art Therapists who had their master’s degree in art therapy. 
• Art Therapists who were credentialed with the Art Therapy Credentials Board 
(ATCB).  The credentials include: 1) Registered Art Therapies (ATR) or 2) 
Registered and Board Certified Art Therapist (ATR-BC). 
• Art therapists who were listed in the American Art Therapy Association Member 
Directory in the category of “professional credentialed” members. 
• Art Therapists who had been practicing or had practiced as an art therapist for at 
least two years 
• Art Therapists who were male or female, ages 25-85 
• Art Therapists who had access to the internet. 
Subject Exclusion Criteria 
• Art Therapy students and/or non masters level art therapists 
 
 Investigational Methods and Procedures 
 
Instrumentation 
Treatment of the Bullying Phenomenon: A Survey of the Art Therapy Community (Survey) 
 The researcher administered a survey via a secure online web based survey format 
using a survey design program called Zapsurvey (http://www.zapsurvey.com). The 
survey was created by the researcher specifically for this study.  It had not been tested for 
reliability or validity.   
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Data Collection 
An announcement of this study was sent out through the zapsurvey.com website 
upon approval by the Drexel University IRB.  The list of potential participants was used 
by this website to send an invitation e-mail.  Potential participants were selected from the 
American Art Therapy Association membership directory.  These potential participants 
were selected with 2 requirements. 
A) They had their current and full e-mail address listed in the membership 
directory and 
B) They must have met the participant inclusion criteria listed above. 
The list of potential participants was entered into a distribution list via the Zapsurvey.com 
program. Through self-selection, respondents who met the inclusion criteria were 
instructed to click on the survey link and complete the survey by following the link’s 
instructions.   
The survey included five distinct sections.  These sections were labeled as follows: 
1) Section I: Demographics 
• Descriptive information 
• Credentialing 
• Experience 
• Geographical region 
2) Section II: Art Therapy with children who are only bullies 
• General Information  
o Context of treatment 
o   Location 
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o   Referral source 
o   Prior diagnosis 
o  Presenting behaviors of the child/children 
• Art Therapy Assessment Techniques 
o What Assessments were used 
o What were the results 
o How was this information reported, conveyed, used to help 
the child 
• Art Therapy Treatment Approaches 
o Particular media  choices  
o Directive v. Non-Directive 
o Art Therapy Interventions 
o Therapeutic Relationship 
• Outcomes 
o Themes in the artwork 
o Verbal themes 
o Noted changes in artwork, behavior, etc. 
3) Section III: Art Therapy with children who are only victims (see outline for 
section II) 
4) Section IV: Art Therapy with children who bully and are victimized by bullies 
(see outline for section II) 
5) Section V:  Additional Comments 
• Participants opportunity to make additional narrative comments about 
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the topic of the survey 
 The survey format for Section I: Demographics dealt with factual information 
about the respondent.  The next three sections (II, III, and IV) included qualitative and 
quantitative questions that addressed the respondent’s experiences and opinions in 
regards to the bullying phenomenon and their experiences treating children who took part 
in the bullying as either a bully, a victim, or a bully/victim.  The responses to Sections II, 
III, and IV by the respondents were meant to determine whether Art Therapists were 
encountering children involved in the bullying phenomenon and if so what 
treatment/methods were they utilizing with these children.  Section V: Additional 
Comments allowed the respondents to include any feedback in regards to any part of the 
survey.  Completed surveys were electronically recorded and processed through the 
Zapsurvey program. 
Data Analysis 
 The quantitative data that was analyzed with this survey were non-experimental 
and the majority of which were dealing with frequencies/percentages and descriptive 
statistics. The qualitative data, narrative responses, were sorted and aggregated according 
to categories and predominant themes. 
 Section I: Demographics dealt with the factual data given by the Art Therapy 
community and was analyzed using percentages to look for frequencies and trends in 
categories such as age, gender, type of setting that art therapy was utilized by the 
respondents, and years of experience in the field of art therapy.   Sections II, III, & IV 
dealt in both quantitative and qualitative data.  Section V dealt strictly with qualitative 
data.  
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The quantitative questions in these sections yielded, due to the size of the N: 
• The frequency that the respondents utilized art therapy with the three different 
established sub-categories of the bullying phenomenon, (bullies, victims, and 
bully/victims) and, 
• The frequency of respondents that found art therapy a useful therapeutic milieu 
with the mentioned sub-categories of the bullying phenomenon.   
Quantitative data from the first four sections of the survey are illustrated using graphs 
in the next chapter.  A pie graph and bar graphs were utilized to illustrate the results 
of the survey.     
The qualitative questions in these three sections (II, III, & IV) asked respondents to 
enter their answers on categorical topics such as: 
• Assessments/themes/instructions utilized by the respondents during the art 
therapy treatment with this population, 
• Trends in changes that may appear in the art work produced during the art therapy 
treatment, 
• Trends in the associations that were made towards the art work by this population 
during the treatment, and,  
• Descriptions by the respondents of why art therapy may be a viable therapeutic 
milieu for treating the phenomenon of bullying.  
The analysis of this data used a qualitative method of sorting and coding the text 
with the purposes of identifying emergent trends and themes amongst all answers.  
Answers to the qualitative survey questions were collected for the three roles in the 
bullying phenomenon.  These answers were then entered into an Excel spreadsheet, 
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separated by category: bully, victim, and bully/victim.  Common terminology, themes, 
descriptions of metaphors, and opinions of respondents were clustered for each category 
and then compared across categories for similarities or differences.  Answers which could 
not be tracked across categories were discounted.  This is discussed further in the 
limitations section of Chapter Five.  Answers which were clustered for similar trends 
were coded by language and terminology.   
 
Operational Definitions of Terms, Concepts, Variables 
• Bullying: the repeated intimidation of others by the real or threatened infliction of 
physical, verbal, written, electronically transmitted, or emotional abuse, or 
through attacks on the property of another. It may include, but not be limited to 
actions such as verbal taunts, name-calling and put downs, including ethnically-
based or gender-based verbal put downs, and extortion of money or possessions 
• Bully: Individuals who are repeatedly aggressive, impulsive, hostile, domineering, 
antisocial and uncooperative toward peers 
• Victims: Individuals who are the targets of bullying. They are passive in their 
socialization skills 
Bully/ Victims: Individuals who bully others but are also bullied by others. 
Possible Risks and Discomforts to Subjects 
 There were few anticipated risks involved in this survey.  All respondents had 
anonymity and confidentiality.  The possible discomforts involved respondent’s 
willingness to use the web survey, familiarity with the process and comfort level of 
answering all the questions involved in the survey.  Respondents were informed through 
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the initial e-mail announcement that websites could be violated and, therefore, protection 
of anonymity could not be fully guaranteed. 
 
Special Precautions 
  Respondents were informed through the initial e-mail announcement that 
websites could be violated and, therefore, protection of anonymity could not be fully 
guaranteed. Respondents were forewarned of the minimal risk factors and the option to 
not participate or stop participation during any part of the survey.  In the unlikely event 
that unforeseen risks occurred, the Office of Research Regulatory Compliance would 
have been notified. 
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CHAPTER 4: RESULTS 
 
Major Findings 
 
The major findings of the survey are highlighted in the following section.  After 
this brief statement of the major findings an overview of this chapter will be described 
followed by an in depth look at the findings and connections with the literature review.   
 The survey was originally sent to 2,121 potential candidates for this study.  Sixty-
four individuals responded to the survey, although not to every question. Demographic 
data is reviewed first, followed by a review of the sections of the survey dealing with 
respondent’s experiences utilizing art therapy with the different roles involved in the 
bullying phenomenon; bully, victim, and bully/victim.  Finally, data collected regarding 
additional comments from respondents is reviewed. 
The age range of the individuals that responded was 28 years old to 67 years old.  
The sample number (N) varied from question to question.  This was in part due to the 
mechanical design of the survey.  Respondents were able to choose which questions to 
answer.  The sample’s distribution of responses was also determined by the role in the 
bullying phenomenon with which the respondents had experience treating.  The majority 
of respondents were female, 93.48%.  The experience as an art therapist that individuals 
reported varied between as little as two years to as much as twenty-one years or more.  Of 
the individuals that did respond to the survey, 72% have been an art therapist for at least 
eleven years.  91% of the respondents had graduated from an approved program.  88.64% 
of the respondents are currently practicing art therapists.  The majority of respondents, 
53%, have practiced art therapy with children aged 5-18 years at some point in the 
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Northeast region of the United States.  Overall individuals had more experience working 
with children in a mental health setting than any other setting. 
With regards to art therapy treatment with this population, respondents indicated 
that they worked as art therapists with individuals who were classified as bullies more 
frequently than they had with those classified in the other two roles of victims and 
bully/victims.  Thirty individuals indicated that they had worked with or are working with 
children who are bullies while only eighteen individuals have or are working with victims 
and only fifteen individuals indicated that they are working with or have worked with 
children who are bully/victims.  Respondents ranked group therapy as the most used 
therapeutic context for individuals who meet the criteria for all three bully/victim roles.  
Respondents utilized art therapy treatment the most in the mental health setting for 
bullies (67.74%) and victims (81.25%), but for bully/victim the school setting was 
identified as the setting where art therapy was utilized the most (78.57%).  The main 
referral source for all three populations was the school staff.   
In all three categories a pre-existing Axis I diagnosis was present with the 
majority of children prior to the utilization of art therapy.  The diagnosis that was 
identified as the most prominent by respondents to the bully section was Oppositional 
Defiant Disorder (n = 12).  In the victim section of the survey two diagnoses had the 
same frequency for the most seen diagnosis with victims.  These diagnoses were 
Depression and Post Traumatic Stress Disorder with four responses each.  In the 
bully/victim section Post Traumatic Stress Disorder was again the most frequent 
diagnosis present prior to the utilization of art therapy by respondents. 
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Respondents conducting art therapy with individuals in all three categories of the 
bullying phenomenon used both directive and non-directive types of art therapy 
directives the most as compared to each separately.  When asked if changes were 
apparent in the artwork produced by the children during the course of treatment with art 
therapy the majority of respondents in all three sections of the survey answered yes.  70% 
of responses in the bully section, 85% in the victim section and 80% in the bully/victim 
section answered affirmative. 
The majority of respondents replied when asked if art therapy would be a viable 
form of treatment answered either agree or strongly agree for all three categories.  The 
majority of individuals who answered this question in the bully section (51%) chose the 
option of agree while the majority of respondents in the other two sections chose the 
option of strongly agree (victim = 60%, bully/victim = 52%). 
The final section of the survey was an open ended question asking individuals to 
comment regarding either the survey itself or other experiences dealing with this 
population.  The majority of responses dealt with statements about the length of the 
survey and the repetitive format of the survey.  The majority of feedback in this section 
implied that the survey length was too long and that the nature of the survey became too 
repetitive. 
Overview 
 
Organization of Data Presentation 
 
The survey content was guided by the following categorical components: (a) art 
therapist’s encounters with children involved in the bullying phenomenon and (b) art 
therapist’s experience assessing/treating the children involved in the bullying 
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phenomenon. The survey was divided into five sections with regard to the art therapist’s 
experience treating the bullying phenomenon. The first section of the survey to be 
discussed will be Section I: Demographics-Respondent Background.  This section 
reviews and summarizes the basic descriptive information, credentials, experience and 
geographical data of the respondents. Next, qualitative and quantitative data from 
Sections II, III and IV of the survey will be examined.  These three sections surveyed art 
therapist’s experience with three separate roles involved in the bullying phenomenon: (1) 
bullies, (2) victims, and (3) bully victims. Finally, Section V: End of Survey asked for any 
additional input from respondents. Given the useable response sample (N=64),  each 
question had varying tallied responses due to the optional nature of answering questions 
that related specifically to the respondents experiences. 
 
Section I: Demographics- Respondent Background 
Age, gender, and geographical region 
  This section reviews the distribution of responses according to the gender, age, 
and geographical region the individuals utilized art therapy and for how long.  Forty-eight 
individuals responded to the question of gender.  Three of these individuals are male and 
forty five are female making the male to female ratio of respondents 1:15 or 6.25% male 
and 93.75% female. (see Figure 1)   
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Gender Ratio
Male
Female
 
Figure 1: Gender distribution (N = 46) 
 
Forty-six individuals answered the question regarding age.  The age range for 
respondents was 28 to 67 years old.  The distribution was as follows: (a) one respondent 
was 20-29 years old, (b) fourteen respondents were 30-39 years old, (c) six respondents 
were 40-49 years old, (d) eighteen respondents were 50-59 years old, and (e) five 
respondents were 60-69 years old. (see Figure 2) 
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Figure 2: Subject Age Distribution (N = 44) 
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When asked which regions of the United States the respondents have practiced art 
therapy and for how long, 45 individuals responded.  Respondents could choose more 
than one area that they have practiced art therapy.  The majority of respondents (n = 24) 
have practiced art therapy in the Northeast section of the United States.  The next highest 
respondents location of practice (n = 14) was in the Midwestern section of the United 
States. The Southern region came next, in regards to respondents years of experience in 
this geographical region (n = 12).  The Northwest was next with number of respondents 
practicing in that area (n = 6).  The geographic region with the least amount of 
respondents who have practiced art therapy there was Outside the Continental US region 
(n = 2).  In terms of amount of experience utilizing art therapy in these geographic 
regions the majority of respondents fell into the category of 0-5 years experience (n = 
33), followed by 6-10 years experience (n = 17), and then the same amount of 
respondents have practiced with 11-15 years experience and 21 years or more experience 
in a specific geographical region (n = 12), with the least amount being in the category of 
16-20 years of experience in a geographic region (n = 6). (see Figure 3) 
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Figure 3: Geographical Experience Distribution (N = 45) 
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Credentials and Experience 
In this section longevity as an art therapist working with children, graduation 
from an accredited program, credentials, current status as an art therapist, and types of 
settings that respondents have worked at with children as well as for what length of time. 
When asked to respond to length of time practicing as an art therapist, 46 
respondents answered.  The ranges that were provided started at 2-5 years and then 
proceeded by intervals of five years.  The reason that the first interval begins with a 
minimum of 2 years is due to the requirements for an art therapist to be credentialed 
which was part of the inclusion criteria.  The majority of individuals fell into the 
categories of either 21 or more years as an art therapist (n = 15) or 11-15 years as an art 
therapist (n =14).  These two intervals accounted for over 60% of the individuals who 
answered this question.  The next highest interval was 6-10 years (n = 11) which 
accounted for 23.91% of the respondents.  The intervals with the least amount of 
individuals were 16-20 years (n = 4) with 8.7% and 2-5 years (n = 3) with 6.52%. (see 
Figure 4) 
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Figure 4: Longevity as an Art Therapist Distribution 
The respondents were also asked if they are currently practicing art therapy.  
Respondents (N = 44) were given three options: yes, no, or other. 88.64% (n = 39) of the 
individuals who answered this question chose yes, 11.36% (n = 5) chose no, and 13.64% 
(n = 6) chose other but did not specify their reasoning.   Out of the 5 that choose no, 1 
was pursuing a fine arts career, 2 had become art teachers in public schools, 1 had 
recently retired, and the final person was a school counselor who “utilized art therapy 
techniques within my sessions but do many other things to fulfill that role”.  
Individuals were also asked about their education at an approved program and 
attainment of credentials.  When asked if they (N = 45) had attended an approved 
program, 91.11% (n = 41) answered that they had, 8.89% (n = 4) answered that they had 
not graduated from an approved art therapy graduate program.  The respondents (N =46) 
were then asked to select all credentials that they had attained.  52.17% (n = 24) stated 
that they had attained a M.A., 32.61% of the respondents (n = 15) had attained an A.T.R., 
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80.43% of the respondents (n = 37) had attained an A.T.R. – B.C., 30.43% of the 
respondents (n = 14) had attained a L.P.C., 8.7% of the respondents (n = 4) had attained 
either a Psy.D. or a Ph.D., and 36.96% of the respondents (n =17) had attained some 
other comparable level of licensure or credentials.  These other credentials included : 
LCPC (n = 2 ), LMFT(n = 2 ), LMHC (n = 2), LPCC(n = 2), MSW(n = 2), NCC(n = 1), 
CAGS(n = 1), ADTR(n = 1), MCAT(n = 1), ASW(n = 1), CGP(n = 1), LPAT(n = 1), 
LPC –AT(n = 1), LCAT(n = 1), CASAC(n = 1), and CGP (n = 1). (see Figure 5) 
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Figure 5:  Degrees & Credentials attained distribution (N = 46) 
 
The final question to be discussed in this demographic section reviews types of 
settings that the respondents utilized art therapy with children between the ages of 5 -18 
and the length of time that the respondents worked there.  The respondents that answered 
this question (N = 45) were given the option to answer all categories that pertained to 
their career and length of time spent at the respective setting.  The categories consisted 
of: (a) School setting, (b) Medical setting, (c) Mental Health setting, (d) Adjudicated 
setting, (e) Private setting, or (f) Other.  The intervals of time that were given were: 0-4 
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yrs, 5-9 yrs, 10-14 yrs, 15-19 yrs, and 20 or more years.  The majority of respondents 
have worked in a Mental Health setting (n = 35) and/or a School setting (n = 33).  The 
next highest chosen setting was the Private Practice setting (n = 28).  The next highest 
setting chosen after the private setting was the Medical setting (n = 21).  After the 
medical setting the setting option of other was chosen by respondents (n = 8) but with no 
clarification from any respondents what these settings may be.  The least chosen setting 
by the respondents was the Adjudicated setting (n = 7). (see Figure 6) 
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Figure 6: Setting Distribution and Time Interval (N = 45) 
 
 Of note was the time frame for the different settings.  In the interval of 0-4 years, 
respondents chose a setting in this interval 56 times, indicating that some respondents had 
utilized art therapy in at least two different types of settings while working with children. 
All other intervals for settings were chosen less than the N and therefore it can not be 
deciphered whether separate settings were chosen by the same respondent during the 
same interval.  
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Section II: Use of Art Therapy with Children who are Bullies, Victims, or Bully/Victims 
Quantitative Data 
 This section will report quantitative data collected through the survey in regards 
to art therapist’s experiences working with the bullying phenomenon distributed 
throughout the three identified roles: (a) Bullies, (b) Victims, or (c) Bully/Victims.  The 
data that is reviewed includes art therapists identifying whether they have or are treating 
this population, the context in which they worked with this population, the setting in 
which they worked with this population, who the referral source was for this population, 
if there was a pre-existing DSM-IV-TR Axis I diagnosis with this population and what it 
was, and what types of art media were utilized by this population.  Also reviewed will be 
the presence of the behavioral characteristics of each of the identified roles in the 
bullying phenomenon.   
Utilization of Art Therapy 
 When asked “Do you currently or in your past experiences use art therapy with a 
child/children aged 5-18 who (a) only bullied others, (b) was/is only victimized by a 
bully/bullies, or (c) both bullied others and was victimized by a bully/bullies?”, the 
respondents were given the option to chose yes or no.  In the category of bullies, the 
respondents (N = 44) answered in the affirmative with 68.18% (n = 30) and in the 
negative with 31.82% (n = 14).  In the category of victims, the respondents (N = 27) 
answered in the affirmative with 66.67% (n = 18) and in the negative with 33.33% (n = 
9).  In the category of bully/victims, the respondents (N = 25) answered in the affirmative 
with 60% (n = 15) and in the negative with 40% (n = 10). (see Figure 7) 
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Figure 7: Utilization of Art Therapy with Different Roles in the Bullying Phenomenon 
 
After asking if the respondents were utilizing art therapy with the different roles 
involved in the bullying phenomenon, the respondents had the option to skip ahead in 
each section if they had answered in the negative.  If they answered in the affirmative 
then they were asked a series of questions about each role they had answered that they 
had worked with or are currently working with.   
 
Contextual Use of Art Therapy 
Following this option to skip ahead in the survey if the respondent had not worked 
with the identified role in this population, the respondent was asked in what 
context/contexts that they had worked with the identified child/children.  The contexts 
that were provided were: (a) Intake, (b) Assessment, (c) Individual therapy, (d) Group 
therapy, (e) Family therapy, or (f) Other.  Respondents had the option to indicate all 
contexts that apply in which they had worked with the population.  
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In the category of bullies, the respondents (N = 32) answered that the majority of 
respondents had either worked in an individual therapy, 76% (n = 24), or in a group 
therapy context, 87.50% (n = 28). Respondents reported that 18.75% (n = 6) utilized art 
therapy for intakes, 43.75% (n = 14) utilized art therapy in the context of an assessment, 
25% (n = 8) utilized family art therapy, and 6.25% (n = 2) answered other.  When 
respondents who chose other as a context were asked to explain, the only explanation 
which identified a therapeutic context was “classroom”. 
In the category of victims, the respondents (N = 18) answered that the majority of 
respondents had also either worked in an individual therapy, 77.78% (n = 14), or in a 
group therapy context, 94.44% (n = 17). Respondents reported that 33.33% (n = 6) 
utilized art therapy for intakes, 66.67% (n = 12) utilized art therapy in the context of an 
assessment, 44.44% (n = 8) utilized art therapy for family therapy, and 0% answered 
other. 
In the category of bully/victims, the respondents (N = 15) again answered that the 
majority of respondents had also either worked in an individual therapy, 80% (n = 12), or 
in a group therapy context, 80% (n = 12). Respondents reported that 40% (n = 6) utilized 
art therapy for intakes, 60% (n = 9) utilized art therapy in the context of an assessment, 
33.33% (n = 5) utilized art therapy for family therapy, and 6.67% (n = 1) answered other.  
The respondent who answered other clarified that the context in which art therapy was 
utilized was an “art classroom”. (see Figure 8) 
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Figure 8: Context in which Art Therapy is Utilized Distribution 
 
 
Therapeutic Setting 
The next question asked, dealt with the setting that the respondent had worked 
with the identified role of the bullying phenomenon. The settings that were offered as 
options to choose from were: (a) School setting, (b) Medical setting, (c) Mental Health 
setting, (d) Adjudicated setting, (e) Private setting, and (f) Other.  Respondents were 
asked to choose all that applied.   
In the category of bullies, respondent’s (N =31) answers displayed that the 
majority of respondents worked with this population in the mental health setting with 
67.74% (n = 21) and the school setting with 64.52% (n = 20). 9.68% (n = 3) of 
respondents utilized art therapy in the medical setting, 12.9% (n = 4) utilized art therapy 
in the adjudicated setting, 35.48% (n = 11) utilized art therapy in the private setting, and 
9.68% (n = 3) of the respondents utilized art therapy in another setting.  These other 
settings were in a residential setting or some form of shelter.  
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In the category of victims, respondent’s (N =16) answers also displayed that the 
majority of respondents worked with this population in the mental health setting with 
81.25% (n = 13) and the school setting with 50% (n = 8). 6.25% (n = 1) of respondents 
utilized art therapy in the medical setting, 12.5% (n = 2) utilized art therapy in the 
adjudicated setting, 37.5% (n = 6) utilized art therapy in the private setting, and 6.25% (n 
= 1) of the respondents utilized art therapy in another setting.  These other settings were 
also in a residential setting or an emergency shelter. 
In the category of bully/victims, respondent’s (N =14) answers mirrored the other 
two categories.  Again respondent’s answers displayed that the majority of respondents 
worked with this population in the mental health setting with 71.43% (n = 10) and the 
school setting with 78.57% (n = 11), although with bully/victims art therapy was utilized 
at the school setting more as opposed to mental health setting as was the case with bullies 
and victims. 14.29% (n = 2) of respondents utilized art therapy in the medical setting, 
14.29% (n = 2) utilized art therapy in the adjudicated setting, 35.71% (n = 5) utilized art 
therapy in the private setting, and 6.67% (n = 1) of the respondents utilized art therapy in 
another setting.  These other settings were also in a residential setting or a shelter setting. 
(see Figure 9) 
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Figure 9: Settings for Art Therapy Treatment 
 
Referral Source 
The next question in each of the sections asked the respondents “Who was the 
referral source for this child”.  The options that were given for all three categories were: 
(a) School staff, (b) Family, (c) Children and Youth Services, (d) Medical staff, (e) 
Mental Health service, (f) Managed Care/ Health Insurance, (g) Judicial representative, 
(h) Self, or (i) Other. The respondents were asked to choose all that applied. 
In the category of bully, respondents (N = 31) chose school staff (n =22) as the 
largest referral source for children involved in the role of bully in this population with 
70.97%.  With the other referral sources, 48.39% of respondents (n =15) reported the 
family as the source of the referral, 35.48% (n = 11) reported children and youth services 
as the source, 25.81% (n = 8) reported medical staff as the source, 58.06% (n = 18) 
reported mental health staff as the source, 16.13% (n = 5) reported either a managed care 
or some form of health insurance as the source, 19.35% (n = 6) reported a judicial 
representative as the source, and 12.90% (n = 4) reported self or other as the source of the 
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referral.  With regard to clarifying what the other referral source might have been, 2 
respondents named the primary therapist as the referral source, 1 respondent named the 
unit team as the source and 1 respondent named the legal system as the source. 
In the category of victim, respondents (N = 16) again chose school staff (n =10) as 
the largest referral source for children involved in the role of bully in this population with 
62.50%.  With the other referral sources, 56.25% of respondents (n = 9) reported the 
family as the source of the referral, 50% (n = 8) reported children and youth services as 
the source, 6.25% (n = 1) reported medical staff as the source, 56.25% (n = 9) reported 
mental health staff as the source, 12.5% (n = 2) reported either a managed care or some 
form of health insurance or a judicial representative as the source, and 31.25% (n = 5) 
reported self as the source of the referral.  No respondents chose the other option in this 
category. 
In the category of bully/victim, respondents (N = 12) once again chose school 
staff (n =10) as the largest referral source for children involved in the role of bully/victim 
in this population with 83.33%.  With the other referral sources, 58.33% of respondents 
(n =7) reported the family or mental health staff as the source of the referral, 41.67% (n = 
5) reported children and youth services as the source, 16.67% (n = 2) reported medical 
staff, a managed care or some form of health insurance, or self as the source, and 25% (n 
= 3) reported a judicial representative as the source of the referral. Again, as with victims, 
no respondents chose the Other option in this category. (see Figure 10) 
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Figure 10: Referral Source for Art Therapy Treatment
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Pre-existing Diagnosis 
The next set of questions dealt with data regarding whether there was a pre-existing 
DSM-IV-TR Axis I diagnosis when art therapy was utilized for the children in this population 
and if so what was the diagnosis.  When asked “Prior to the utilization of art therapy by you, 
was there a pre-existing Axis I diagnosis with this child?”, the majority of respondents to all 
three sections of the survey answered in the affirmative.  In the category of bully, respondents 
(N =31) 64.25% answered yes (n =20) and 48.39% answered no (n = 11).   In the category of 
victim, respondents (N =17) 70.59% answered yes (n =12) and 29.41% answered no (n = 5).  
In the category of bully/victim, respondents (N =12) 75% answered yes (n =9) and 25% 
answered no (n = 3).  After the respondents were asked if the children they had utilized art 
therapy with had a pre-existing diagnosis, they were asked “If so, what was it? Please use the 
full DSM-IV-TR diagnosis title.”  Respondents to the bully section (N =19), victim section (N 
=11) and bully/victim section (N = 8) answered with multiple diagnoses which are displayed in 
the distribution in Figure 11.  All data has been entered into the distribution chart although 
some respondents used diagnoses that are not strictly categorized in the DSM-IV-TR as Axis I 
diagnoses.  
With regards to respondent’s identification of pre-existing diagnosis in the category of 
bully, the majority of diagnoses that were identified fell into the childhood disorder designation 
of Attention Deficit and Disruptive Behavior disorders.  Respondents found that pre-existing 
diagnosis of Oppositional Defiant disorder (n =12), Conduct Disorder (n = 8) and Attention 
Deficit/Hyperactivity Disorder (n = 8) were present with children they had utilized art therapy 
with who have been designated as bullies. Other diagnoses which were identified by more than 
one respondent in regards to bullies were: Attention Deficit Disorder (n = 2), Adjustment 
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Reaction Disorder (n = 2), Anxiety Disorder NOS (n = 3), PTSD (n = 2), and mood disorders 
such as Bipolar Disorder (n = 6), Depression [M.D.D.] (n =5) and Mood Disorder NOS (n =3).  
Other disorders that were only identified by one respondent included:  Antisocial Disorder, 
Disruptive Behavior Disorder, Intermittent Explosive Disorder, Impulse Control Disorder, 
Learning Disorder, Social Anxiety Disorder and Substance Disorder. 
In the section of pre-existing diagnosis in the category of victim, there was a wider 
distribution of diagnoses identified by the respondents.  Four of the classified diagnoses had 
more than 2 respondents identify them as diagnoses that were pre-existing prior to the 
utilization of art therapy.  Attention Deficit/Hyperactivity Disorder and Anxiety Disorder NOS 
both had multiple responses (n =3) as well as Depression and PTSD (n =4).  Other diagnoses 
that were identified by multiple respondents included Asperger’s Disorder and Autism (n =2), 
Adjustment Reaction Disorder and Oppositional Defiant Disorder (n = 2), as well as 
Separation Anxiety Disorder (n =2).  Other disorders that were only identified by one 
respondent included: Attention Deficit Disorder, Bipolar Disorder, Dysthymic Disorder, Mood 
Disorder NOS, Eating Disorder, Somataform Disorder, Learning Disorder, 
Physical/Developmental Disorder, Reactive Attachment Disorder, Physical/Sexual Abuse and 
Substance Abuse. 
There was only one diagnosis was identified by multiple respondents who completed 
the bully/victim section of the survey.  This diagnosis is PTSD (n =2).  Otherwise, all 
diagnoses that were identified as pre-existing in the bully/victim section were identified by one 
respondent.  The diagnoses are: Attention Deficit Disorder, Attention Deficit Hyperactivity 
Disorder, Impulse Control Disorder, Adjustment Reaction Disorder, Conduct Disorder, 
Oppositional Defiant Disorder, and Traumatic Brain Injury. (see Figure 11) 
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Figure 11: Identified Pre-existing DSM-IV-TR Diagnosis Distribution
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Behavioral Characteristics 
Respondents were asked to identify which of the listed behaviors were present when the 
child was first referred to work with the respondent.  Each role will be examined independently 
due to the different behaviors that have been identified as characteristics of the three roles: bully, 
victim, and bully/victim. 
When asked which behaviors were present with the bullying population, the individuals 
that responded (N =30) had the option to identify all behaviors that applied.  Distribution data is 
presented in Figure 12 while the complete listing of the behaviors is presented in Table 1.  
0
5
10
15
20
25
30
35
I II III IV V VI VII VIII
Bully Behaviors
R
es
po
nd
en
ts
 (n
)
Bully
 
Figure 12: Bullying Behaviors Present at Referral (N = 30) 
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Table 1 
Bully Behaviors Present At Referral (N=30) 
Numeral                       Bully Behavior       n 
    
I   The repeated intimidation of others by the real or                  27                
threatened infliction of physical harm 
 
II   The repeated intimidation of others by verbal taunts             29 
 
III   The repeated intimidation of others by electronic                    4 
   device (i.e. email, webpage postings, text messaging, etc.)    
 
IV   The repeated intimidation of others by destruction of            19 
property  
 
V   The repeated intimidation of others by exclusion from          19 
   peer groups in an attempt to emotionally hurt the peer 
 
VI   Have others perform one of these behaviors towards             12 
a peer 
 
VII   Oppositional/defiant towards people in authority                   25 
 
VIII   Other          2 
 Note. “Other” responses by 2 respondents identified the following behaviors also being present at 
the time of referral: (1) sexual and physical abuse, or (2) trauma or grief and loss 
concerns/experiences. 
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Respondents were asked the same question in the victim section of the survey were given a 
list of behaviors identified as behavioral characteristics for children who are victims. When asked 
which behaviors were present with the victim population, the individuals that responded (N = 17) 
had the option to identify all behaviors that applied.  Distribution data is presented in Figure 13 
while the complete listing of the behaviors is presented in Table 2.  
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Figure 13: Victim Behaviors Present at Referral (N = 17) 
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Table 2 
Victim Behaviors Present At Referral (N=17) 
Numeral                       Victim Behavior       n 
    
I   Repeatedly intimidated by others through the real or            16                
threatened infliction of physical harm 
 
II   Repeatedly intimidated by others through verbal                   16           
   taunts 
 
III   Repeatedly intimidated by others through electronic                6 
   device (i.e. email, webpage postings, text messaging, etc.)    
 
IV   Repeatedly intimidated by others through the destruction        9 
              by others of their property  
 
V   Repeatedly intimidated by others through exclusion from      14 
   peer groups  
 
VI   Involved in altercations in which they are fairly defenseless    9 
and from which they try to withdraw 
 
VII   No explanation for bruises, cuts, or other injuries                    2 
 
VIII   Over attachment to adults in peer environments                      6 
   (i.e. playgrounds, recess, parks, etc.) 
IX   Other          0 
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Respondents were asked the same question in the bully/victim section of the survey as 
well.  Respondents were given a list of behaviors identified as behavioral characteristics for 
children who are bully/victims. When asked which behaviors were present with the bully/victim 
population, the individuals that responded (N = 14) had the option to identify all behaviors that 
applied.  Distribution data is presented in Figure 14 while the complete listing of the behaviors is 
presented in Table 3.  
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Figure 14:  Bully/Victim Behaviors Present at Referral (N = 14) 
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Table 3 
Bully/Victim Behaviors Present At Referral (N=14) 
Numeral                       Bully/Victim Behavior        n 
    
I   Have both qualities of a bully and a victim,                            12 
experiencing problems in multiple areas of  
functioning              
 
II   Disliked by most peers, not socially accepted by    11  
almost anyone                           
 
III   Become involved in physical altercations and prolong            8 
   these altercations even when losing    
 
IV   More reactive than proactive in victimization of peers     9  
 
V   Object of negative attention by adults in places of                 14 
   authority  
 
VI   Other            1 
 
Note. “Other” response by 1 respondent identified the following behavior also being present at 
the time of referral: (1) substance use/abuse 
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Art Media Utilized 
The final question divulging quantitative data inquired about the art media that was used 
in art therapy for this population of children.  Respondents were given 12 options to identify as 
media utilized by the three separate roles: bully, victim, or bully/victim.  The respondents were 
asked to choose all media that applied.  The choices ranged from highly structured media 
(pencils & markers) to less structured media (paint & clay).  The choices to choose from were: 
(a) pencils, (b) colored pencils, (c) markers (thin), (d) markers (thick), (e) paint (water color), (f) 
paint (acrylic/oil), (g) crayons, (h) cra pas, (i) pastels/chalks, (j) collage, (k) clay, and/or (l) other.  
Respondents were given the option to choose other and list media that may not be present on the 
list given.  Nineteen individuals responded to this question in the bully section of the survey, 
seventeen responded in the victim section, and eleven responded in the bully/victim section. 
 The most selected option for all media was pencils with 84.21% of respondents in the 
bully section, 94.12% in the victim section, and 100% of the respondents in the bully/victim 
section.   Respondents to the bully/victim section of the survey also chose colored pencils as 
media most utilized with 100% again. The lowest selected media utilized by this population, 
other than the category of other for victim and bully/victim respondents, was paint (acrylic/oil) 
with 31.58% in the bully section, 29.41% in the victim section, and 18.18% in the bully/victim 
section of the survey.  
Other media utilized were more evenly distributed whether highly structured or loosely 
structured in nature.  In the bully section, both thick markers, a highly structured media, and 
clay, a looser structured media, were utilized by 78.95% of the respondents (n = 15) with this 
population during the art therapy process. Other media which were chosen as media utilized with 
the bully population by more than half of the respondents in the bully section are: collage and 
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colored pencils with 73.68% of the respondents (n =14); thin markers and cra pas with 63.16% of 
the respondents (n =12); and pastels with 52.63% of the respondents (n =10). Both water color 
paint (n =9) and crayons (n =7) were chosen by less than half of the respondents as media 
utilized with the bully population with 47.37% and 36.84% respectively. 
In the victim section, thick markers, colored pencils, and collage, all highly structured 
medias, were utilized by 88.24% of the respondents (n = 15) with this population during the art 
therapy process. All other medias were chosen as media utilized with the victim population by 
more than half of the respondents in the victim section except for acrylic/oil paint. 76.47% of the 
respondents (n =13) chose both thin markers and cra pas. 64.71% of the respondents (n = 11) 
chose pastels/chalks. 58.82% of the respondents (n = 10) chose crayons and 52.94% of the 
respondents (n = 9) chose water color paint.  
In the bully/victim section, thick markers were utilized by 90.91% of the respondents (n = 
10) with this population during the art therapy process. All other media which were chosen as 
media utilized with the bully/victim population by more than half of the respondents in the 
bully/victim with exception to water color paint which was utilized by 45.45% of the 
respondents (n = 5).  Thin markers, cra pas, and collage were utilized by 81.82% of the 
respondents (n =9) with this population during the art therapy process. Both clay and 
pastel/chalks, both loosely structured medias, were chosen by 72.73% of the respondents to be 
utilized with this population.  63.64% of the respondents (n =7) chose crayons as a media utilized 
with the bully/victim population. (see Figure 15)   
 In the option of Other, respondents wrote in other media which had been utilized during 
by the different roles in this population.  Those that responded to the question in the bully section 
of the survey listed the following media in the category of Other: cardboard, fabrics, natural 
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materials (i.e. twigs and leaves), plastic toy animals, paper mache over armature to create large 
scale sculptures, glued scrap wood sculpture, legos, computers, photography, video, plaster, 
model magic, found objects/nature recycled objects, picture cards and collage.  The only media 
which had multiple nominations in this category was photography (n =2). 
 Those that responded to the question in the victim section of the survey listed the 
following media in the category of Other: scrapbooking, masks, houses, and volcanoes. The only 
media which had multiple nominations in this category was masks (n =2). 
Those that responded to the question in the bully/victim section of the survey listed the 
following media in the category of Other: wood, photography, plaster, and masks. Again Masks 
had multiple nominations in this category (n =2).  
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Figure 15: Art Media Utilized with Children  
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Qualitative Data 
This section will report qualitative data collected through the survey in regards to 
art therapist’s experiences working with the bullying phenomenon through the three 
identified roles: (a) Bullies, (b) Victims, or (c) Bully/Victims.  Respondent’s complete 
answers are detailed in Appendix D.  The data that is reviewed includes: art therapy 
assessments that were utilized, the results of these assessments, who the results were 
reported to, the types of instructions that were used during art therapy with this 
population, types of art therapy interventions utilized, a description of the therapeutic 
relationship between the respondents and the population, themes in the art work, changes 
in the art work produced during the duration of treatment,  associations made to the 
artwork, and, in the opinion of the respondent, whether art therapy is a viable form of 
treatment with this population.   
 
 
Assessment Data 
 The survey questioned respondents about the assessment that were used with this 
population, the results of these assessments, and how these results were conveyed or 
utilized to help the children that they were assessing.  The first question regarding 
assessments that was asked in each of the three sections was “What art therapy 
assessment have you used with this population? Please briefly describe the procedure and 
the media used.”  The next question was “Briefly describe the results”.  The final 
question asked was “Briefly describe how these results were reported, conveyed, used to 
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help the child/children?”.  The data for each category (bully, victim, and bully/victim) 
will be related individually. 
Bully Section 
Respondent’s data from the bully section of the survey is discussed first.  The first 
two questions had responses from twenty individuals and the third question had responses 
from nineteen individuals. Respondents were given space to detail answers and not 
choices in this section.   
For the first question, some respondents indicated that they utilize more than one 
assessment (n =10).  Two respondents stated that they do not utilize art therapy 
assessments.  One of these respondents stated that “chart review” was used.  The other 
simply stated “none”.  Of the eighteen respondents who do utilize art therapy 
assessments, one respondent stated that they do not utilize a “standard assessment tool” 
but rather their own tool which was described as “which involved giving them black 
figure cutouts in various poses to choose from, then asked them to ‘put the figures into a 
situation. You can color them in, glue them down, add faces, clothes, even tear them up if 
you want”.  Four other responses gave general descriptions of themes or material used for 
an assessment.  These included: building with blocks, feeling/emotions drawing and/or 
painting, clay work, mandalas, and open ended family art task.  Other assessments were 
identified which did not have specific titles but were named by the directive given during 
the assessment.  These included: Draw a person standing in the rain; create a self portrait 
without using human figures; what color are your feelings? Where do they reside in your 
body; portray yourself interacting with others as they allow themselves to be vulnerable; 
collage an image to represent your anger; picture cards- pick a picture to represent how 
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you feel; and draw your emotions.  Of the responses, five were named by multiple 
respondents.  These assessments were identified as: House Tree Person [HTP] (n =5), 
Kinetic Family Drawing [KFD] (n =5), Draw A Person [DAP] (n = 3), the Silver 
Drawing Test [SDT] (n = 3), Person Picking an Apple from a Tree [PPAT] (n = 2), and 
the Gantt/Tabone Formal Elements Art Therapy Scale (n = 2).  Other assessments that 
were identified with specific names were: the Ulman assessment; the Rubin assessment; 
Draw a Tree; Rawley Silver Cards; the Bridge drawing; Pass the picture using mandala 
circles; the life road; the wall; CATA; the diagnositic drawing series; the substance abuse 
screens art therapy assessment; and the Family ATX assessment. 
Of the assessments that were named, only 30% of the respondents (n =6) 
described the procedures utilized.  Procedures were described for the Silver Drawing Test 
by two respondents, the unnamed assessment which was identified by the respondent as 
not being a standardized assessment which included black cut out figures, the HTP, the 
open ended family art task, and the substance abuse screens art therapy assessment.  Out 
of the responses only 35% of the respondents (n = 7) identified the media utilized during 
the assessment.  These included: pencils, collage materials, markers, paint, clay, “an 8pk 
of crayolas”, colored pencils, oil pastels and pastels. 
The second question asked the respondents to describe the results of these 
assessments.  Common themes and issues that were reported by the respondents were as 
follows: cognitive, social, emotional, and developmental functioning; coping skills; 
family support and relationships; behavioral characteristics; trauma and safety; and 
identification of symptoms and diagnosis. 
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The cognitive, social, emotional and developmental functioning were assessed by 
the art therapists and revealed, according to the respondents, use of fantasy by the 
children which involved figures that were aggressive/powerful.  One respondent stated 
that themes of “super heroes often showed up as well as wrestlers from television”.  
Generally, with regards to the artwork produced during the assessment one respondent 
stated that “the images indicated some delay in pictorial development.  Lack of detail was 
also pronounced, and poor problem-solving skills were evident in the image”.  These 
children also were reported to have difficulty with social interactions such as parallel play 
and group functioning.  There were also reports of displays of outward aggression, self 
destructive behaviors, isolation and disconnectedness, inability to identify abstract 
themes, and poor impulse control. One respondent stated that the assessment utilized 
helped to “developmentally assess visual acuity and understanding of images, 
relationships and what is being expressed”.   
Coping skills for this population were also able to be identified during the 
assessment.  There were reports of poor coping skills as well as use of coping skills 
during the assessment.  Respondents described use of the following as seen through the 
artwork produced during the assessment: identification with the aggressor, denial, 
avoidance, regression and projection.  Poor frustration levels and low tolerance of others 
as reported by one respondent’s account of a child “intentionally changing of others 
images during a pass the picture mandala assessment”.  Another respondent stated in 
regards to frustration level for this population that “increased anger towards peers and 
teacher or any one who discouraged them” was evident.   
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Family dynamics and support was another theme that was brought to light by the 
respondents.  “Typically, results reflect guardedness and disaffection from family 
members” was reported in one of the responses.  Another respondent found that the 
artwork had “revealed, sometimes/usually domestic violence and fights in the family”.    
Two respondents utilized the assessment to gain information about the child’s supports.  
One respondent would have the entire family present and create during the assessment to 
observe their interactions and if they “work together”.  Another response discussed the 
child having struggles fitting into the family unit. 
The overall behavioral issue that was presented by the respondents for this 
population as present in the artwork produced by this population was aggression.  Other 
issues that were prevalent were issues of isolation and difficulty interacting with others in 
a group setting.  Five of the responses indicated some form of issue with aggression while 
three responses indicated some form of isolation whether self isolated or non acceptance 
by others.  Issues such as inflicting pain upon others as well as themes of fighting would 
be revealed.  
Issues of safety and trauma were also themes that were repeated by several 
respondents (n =5).  Respondents either mentioned trauma as data collected from the 
assessment or related some form of trauma that may have been involved as reported by 
the child.  One response stated in regards to traumatic experience that “They begin to get 
in touch with their own victimization from others”.  Another respondent stated that there 
was a frequent history of trauma with this population.  One respondent related that the 
assessment would reveal history of domestic violence and fights in the family.   
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Safety concerns were also evident in the artwork produced by this population as 
noted in the responses (n =3) to this question.  One response implied that the issue of 
safety was present due to the presentation of a traumatic and chaotic environment.  
Another response revealed that due to a history of victimization that the process of art 
therapy allowed the child a feeling of safety.  The final response dealing with safety 
issues related that results found from the Silver Drawing Test state that “bullies relate or 
identify with solitary subjects portrayed as sad, helpless, isolated, suicidal, dead or in 
mortal danger, or relationships that are destructive, murderous or life threatening.  This is 
a classic score of 1 for emotional content and 5 for self image.  This is considered a ‘Red 
Flag’ score.” 
Respondents also found that the assessment would provide data about symptoms 
the child displayed and reveal a possible diagnosis for the child.  Themes that arose in the 
responses to this question related symptoms that were identified during the assessment.  
Symptoms that were identified were: poor social skills, aggression, possible organicity, 
low self esteem, low frustration tolerance, struggles fitting in with peers, poor impulse 
control, depressed/sad, guardedness, lack of attention to details, isolation, suicidality, 
helplessness, incongruence between verbalizations and the aesthetic affect of images 
created, history of trauma, and a feeling of disconnectedness.  The only diagnosis that 
was related by the respondents when answering this question was Depression. 
The final question in the Assessment section of the survey for the bully population 
had nineteen responses, one of which was disqualified due to the response simply stating 
none.  The eighteen remaining responses had two themes for how the data from the 
assessment was reported, conveyed, and used to help the child/children.  These themes 
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were: to report the results to the treatment team or other agencies involved such as 
Department of Juvenile Justice or Department of Human Services, family, or school; and 
develop the appropriate treatment direction for the child through goals and coordination 
with the treatment team.  The goals and direction of treatment that were addressed in the 
responses were: to further reality testing with the youth about choices; look at the 
etiology of the bullying behavior; to reflect upon the behavior and facilitate empathy as 
well as alternatives to aggressive acts; to create healthy relationships; to utilize the 
artwork to prompt discussions and insights into the behaviors; to allow the staff to 
respond in “a more supportive, less punitive manner”; to “provide the family with better 
containment and appropriate discipline rather than verbal or physical abuse or neglect”; 
and to “develop stories and focusing on empowerment and problem solving”. 
Victim Section 
Respondent’s data from the victim Assessment section of the survey is discussed 
now in detail.  The first question had responses from sixteen individuals, the second and 
third questions both had responses from thirteen individuals. As with the bully section, 
respondents were given space to detail answers and not choices in this section.   
For the first question, some respondents (n = 5) indicated that they utilize the 
same assessment that they have used with bullies but due to anonymity, the answers from 
a previous section of the survey could not be matched with the response in this section 
and one respondent did not name an art therapy assessment but rather implied that other 
modality assessments should be utilized.  Another individual replied that they had not 
used art therapy assessments with this population.  These responses were disqualified 
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from the collected data and therefore the useable number of responses for the first 
question is nine. 
Three of the respondents stated that they use more than one type of assessment.  
Of the nine respondents who do utilize art therapy assessments, assessments that were 
identified by respondents are not considered formal assessment by the American Art 
Therapy Association or the Art Therapy Credentialing Board.  The information detailed 
by respondents did not have specific titles but were named by the directive given during 
the assessment. These included: free choice media and topic; draw your family; draw the 
worst thing that could happen; create a self portrait; and body tracing.  Of the responses, 
two were named by multiple respondents.  These assessments were identified as: Person 
Picking an Apple from a Tree [PPAT] (n = 2); and the 6 part art therapy assessment (n = 
2).  The 6 part art therapy assessment was described as a series of drawings starting with 
a free drawing, followed by draw a person, then draw the opposite person, after this is the 
KFD (one respondent stated that the instruction for this specific drawing could be 
substituted with a kinetic family of animals drawing), then a dot to dot projective, and 
finally another free drawing.  Other assessments that were identified (n = 1) with specific 
names were: the Ulman assessment; the Rubin assessment; Draw a Tree; Dot to Dot 
projective; the Silver Drawing Test [SDT]; the DDS; HTP; KFD; the life road; and the 5 
part assessment series.  The 5 part assessment series was described as a series of 
drawings staring with a free drawing, followed by a self portrait, then draw your family, 
next was a draw yourself doing something with friends, and finally another free drawing. 
Of the assessments that were named, 55.55% of the respondents (n = 5) described 
the procedures utilized.  Procedures were described for the S.D.T., the 6 part assessment 
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was described by two respondents, the PPAT, and the 5 part assessment series.  Out of 
the responses only 33.33% of the respondents (n = 3) identified the media utilized during 
the assessment.  These included: pencils, colored pencils, markers, oil pastels. 
The second question asked the respondents to describe the results of these 
assessments.  Again some responses were disqualified.  Due to anonymity the answers 
from a previous section of the survey could not be matched with the response in this 
section.  These responses were not able to be tracked and therefore the response number 
is lower than 13 (n =8).  Common themes and issues that were reported by the 
respondents (n = 8) were as follows: depressive or anxious qualities, fear and 
powerlessness, lack of coping skills, and relationships. 
Four of the responses for this question suggested that depressive qualities were 
presented by the child during the assessment and two responses described anxious 
qualities.  One response stated that the child created a “large picture colored all blue and 
black stating being teased and feeling sad about it.”  Another only noted that depression 
was noted during the assessment.  The other two responses noted symptoms that could be 
attributed to depression.  These included: frustration, strong negative themes with 
“solitary subjects portrayed as sad, helpless, isolated, and suicidal”, little to no coping 
skills, no support system, restricted use of color and space, lack of presence in the family 
drawing, impaired or limited verbal associations, and poor self esteem.  Anxious qualities 
included: frightened, frustrated, worried, identification with subjects in artwork that were 
frightened, unfortunate or frustrated, and symptoms of trauma or abuse. 
Three responses dealt with issues of fear and helplessness as expressed by the 
child during the assessment.  One respondent commented that during the assessment it 
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was noted that” repressed anger was present in the dot-to-dot or the inability to synthesize 
an image as well as refusal to draw the ‘worst thing’ with significant anxiety reaction”.  
Another respondent noted that while utilizing the SDT that images that were scored on 
the emotional content and self image scores involved solitary subjects portrayed as sad 
helpless and isolated.  The third respondent noted that assessments that were done 
indicated a child who felt powerless to change things with little or no sense of self/poor 
self esteem. 
One respondent noted that with the victim population it has been noticed that 
there seems to be a lack of perceived support system by the child and little use or 
presence of coping skills.  Six of the responses detailed an issue with relationships or the 
lack there of, whether in the peer dynamic or in the family unit during the assessment.  
One respondent implied that this resulted in images that suggested dissociation while 
another noted lack of self in images produced all together.  Another response indicated 
that the child had a more active fantasy life in response to the lack of relationships. 
The final question in the Assessment section of the survey for the victim 
population had thirteen responses, four of which were disqualified due to the respondent 
identifying their answer as the same as in another section.  The nine remaining responses 
had two themes for how the data from the assessment was reported, conveyed, and used 
to help the child/children.  These themes were: to report the results to the treatment team 
or other agencies involved such as foster care or DHS, family, or school; and develop the 
appropriate treatment for the child through goals and coordination with the treatment 
team.  The goals that were addressed in the responses were: coaching better coping skills, 
increase empowerment, appropriate boundaries, increase self esteem, building upon 
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strengths, enabling the child through the artwork to get “it out without telling, and then 
tell in a safe non-judgmental way”, and “how to make friends, how to support and be 
yourself, how to use your voice more and how to ask for support”. 
Bully/Victim Section 
Respondent’s data from the bully/victim Assessment section of the survey is 
discussed now in detail.  The first question had responses from ten individuals, the 
second question had eight responses and the third question had responses from nine 
individuals. As with the bully and victim sections, respondents were given space to detail 
answers and not choices in this section.   
For the first question, some respondents indicated that they utilize the same 
assessment that they have used with bullies and victims but due to anonymity these 
responses could not be matched with answers from an earlier question in the survey (n = 
7).  These responses were disqualified from the collected data and therefore the useable 
number of responses for the first question is three. 
The three assessments that were utilized by respondents with these children were; 
the Silver Drawing Test [SDT]; FEATS; and the 6 part art therapy assessment.  The 6 
part art therapy assessment was described the same way as in the victim section 
Of the assessments that were named, 66.66% of the respondents (n = 2) described 
the procedures utilized.  Procedures were described for the S.D.T., and the 6 part 
assessment.  Out of the responses 66.66% of the respondents (n = 2) identified the media 
utilized during the assessment.  These included: pencils, markers, crayons, and oil 
pastels. 
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The second question asked the respondents to describe the results of these 
assessments.  Again some responses were disqualified due to answers indicating the same 
answer from earlier in the survey but due to anonymity these answers could not be 
matched to answers earlier in the survey.  These responses were not able to be tracked 
and therefore the response number is lower than 8 (n =5).  Two of the responses implied 
that the artwork from the assessment displayed issues from both populations, bullies and 
victims.  Two of the responses indicated that there was a mixture of restricted use of 
materials and grandiose imagery as well as indicators of mania.  A single respondent 
stated that the “emotional content and self images scores, a score of 1 or 2 for both” 
referring to scores from the Silver Drawing Test.  The final response referred to a mixture 
of content in the artwork which portrayed both the predator as well as the victim.  This 
response also implied that there was “maybe more ambivalence shown in images but also 
behavioral components of ambivalence were strong”.   
The final question in the Assessment section of the survey for the bully/victim 
population had nine responses, four of which were disqualified due to responses 
indicating that an answer from a previous question should be used.  Due to anonymity, 
these responses could not be matched with previous responses.  The five remaining 
responses had two themes for how the data from the assessment was reported, conveyed, 
and used to help the child/children.  These themes were: to report the results to the 
treatment team and develop the appropriate treatment for the child; and to discuss the 
issues with the child with “mild confrontation and encouragement to identify with their 
own victim experience or discuss issues of power and control.   
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Types of Art Therapy Instructions Utilized  
 Respondents were asked two questions in each section (bully, victim, and 
bully/victim) detailing the type of instructions that were utilized when dealing with these 
populations.  The first question was quantitative in nature but lead into the second 
question asking respondents to provide more details to their answer.  The first question 
asked respondents “when utilizing art therapy with this population, what type of 
instructions were used?”.  The choices provided for the respondents were: Directive, 
Non-Directive, Both, or Other.  For the bully section, there are nineteen responses, the 
victim and the bully/victim sections had twelve responses each. 0% of the respondents 
selected the option of Directive instruction or Other in each of the sections. The option of 
Non-Directive was selected by 26.32% (n =5) in the bully section, 12.5% (n = 2) in the 
victim section, and 25% (n = 3) in the bully/victim section.  The option of both was 
selected by 73.68% (n = 14) in the bully section, 87.5% (n = 14) in the victim section, 
and 75% in the bully/victim section.   
 The second question asked respondents “if directive instructions were used 
please give examples briefly.”  In both the bully and victim sections, eleven respondents 
gave examples of directives given.  In the bully/victim section five respondents gave 
input but three were disqualified due to issues of anonymity as indicated in previous 
sections.  In all three sections, respondents gave numerous examples of directives. 
Answers varied from specific directives to more open descriptions of materials used. (see 
Table 4, 5, & 6) 
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Table 4 
Examples of Directive Instructions Utilized During Art Therapy Treatment with Bullies 
(N=11) 
Create an island 
Create a city 
Build a friend 
Make a house using folded paper, show the outside and the inside, what do you want the 
world to see and what do you want to be safe inside 
Blank figure cut outs in various positions, ask the child to make a picture using the 
sculpture materials 
Create a place where you would like to be 
Imagine the steps that triggered the bullying 
Serial picture working backwards starting with the final frame and working backwards 
Developing of alternative coping strategies-scribble, ripping and collaging with ripped 
paper, pounding clay, recycling clay 
Group work utilizing getting along skills 
Muraling 
Round robin 
Dyad drawings 
Mask making  
Bullying event drawing  
Cartooning or sequence drawings 
Draw your anger 
Draw how you felt before, during and after an act of aggression 
Draw how you felt as a victim 
How does a teenager increase safety and reduce danger in the community, at the hospital, 
and at home 
Draw a rescue 
Draw a scene where you were out of control  
Sea life, follow up on previous topics 
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Table 5 
Examples of Directive Instructions Utilized During Art Therapy Treatment with Victims 
(N=11) 
Create a personal flag 
Draw a safe place 
Various container tasks 
Free choice  
Draw a favorite superhero 
If you were a superhero what would you look like 
Create safety plans for various places in school, on the bus, at foster home, at DHS during 
visits 
Sand tray 
Make a bridge going from one place to another  
Create a 3-D bridge during times of transition 
Use children’s book on bullies and create own book based on rhyming of public books but 
using child and family’s verbalizations 
Family drawings and discussions of events 
Bird’s nest 
School drawing 
Self portrait  
Mandalas 
Draw yourself in a group 
What do you do when life hands you something that you did not ask for 
 Scribble drawing  
Draw a rescue 
Draw yourself verbalizing something hard 
Draw yourself asking for help from an adult or a peer 
Series of artwork building on topic 
 
 
 
 123
 
Table 6 
Examples of Directive Instructions Utilized During Art Therapy Treatment with 
Bully/Victims  
(N=5) 
 
Mandalas 
Bridge drawing  
Draw the worst thing that could happen 
Torn paper collage 
 
 
Therapeutic Relationship 
The respondents were asked to describe their therapeutic relationship with each of 
the different roles: bully, victim, and bully/victim.  This was an open ended question.  In 
the bully section of the survey, fifteen individuals responded to the question, in the victim 
section, fourteen individuals responded, and in the bully/victim section seven individuals 
responded.  Four of the responses in the victim section and one response in the 
bully/victim section of the survey were disqualified for this question due to answers that 
again due to anonymity answers could not be matched with answers from previous 
sections. 
In the bully section there were two types of answers for this question.  The first 
type of answer gave respondent’s details of specific roles in the therapeutic relationship.  
The second type of answer described the aspects of the therapeutic relationship.  Roles 
that were discussed by the respondents included: the art therapist/art teacher; group 
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therapist; individual therapist; primary therapist; adjunctive therapist; brief family 
therapist; therapist to students; an existential humanistic therapist; and the “stern but 
nurturing mother”.  Another response outlined the therapist’s role as experimental, quiet 
and patient.  The second type of answer varied.  The description of the rapport built with 
this population varied from positive to experimental to difficult.  Three different 
responses to this question used terms such as positive, good, or accepting to describe the 
therapeutic relationship.  Two respondents described their role as allowing the child to 
find their own solution and take responsibility for their own actions.  One other response 
stated that the child comes into the relationship with a “no fear” attitude and it is the 
therapist’s role to begin the relationship with trust and recognition of the underlying fear 
which can be used in the therapy. Two others stated that the relationship varied with 
different children.  Responses to this question also detailed negative aspects or 
difficulties working with this population.  Two responses detailed difficulties forming 
relationships with children who were bullies.  One of these described the characteristics 
of this population being “draining and difficult to align to in working with them”.  The 
other response simply stated that sometimes with these children it is difficult to make a 
connection.   
With the victim section of this question, responses again took on two different 
themes.  The first was to describe the overall outlook of the relationship while the other 
was descriptions of characteristics that the therapist brought to and fostered in the child in 
the relationship.  Four of the responses described the therapeutic relationship with victims 
as having a good or positive outlook.  Characteristics that the therapists brought to the 
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relationship were described as: supporting, caring, listening, empathetic, empowering, 
encouraging, reflective, compassionate, and trusting.   
In the bully/victim section two types of themes were related in the responses.  
They were specific roles in the therapeutic relationship, which parallels the bully 
responses, and descriptions of characteristics which mirrors the victim section.  The 
specific roles that were detailed were: intake/assessment professional, therapist, 
behavioral specialist, an instructor and finally a resource.  The characteristics described in 
this section were: tentative and slow in developing, open and experimental, caring, 
empathetic, and encouraging.   
Interventions 
 The next question for each section of the survey dealt with interventions that were 
utilized with bullies, victims and bully/victims.  Respondents were asked “What types of 
Art Therapy interventions have you utilized with this population”    In the bully section 
fifteen individuals responded, twelve individuals responded in the victim section and 
seven individuals responded in the bully/victim section of the survey.  Respondents were 
provided with space to detail any and all interventions which were utilized.  Several 
respondents provided multiple answers.  Answers were discounted in both the victim (n 
=6) and bully/victim (n = 3) section due to answers which stated “same as before”.  
 Of the responses in the bully section (n = 15), group activities (n = 5) and 
community themed tasks (n = 4) were the most utilized interventions according to 
respondents.  Individual based therapy tasks were identified by three different 
respondents.  Utilizing a series of artwork, storytelling and art as therapy were all 
identified two times by respondents.  Three other types of interventions identified in the 
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bully section as types of interventions were: guided imagery, use of metaphor, and 
murals. 
 In the victim section (n = 6),   relaxation techniques with guided imagery, 
individual based therapy, family based therapy, storytelling, and sensory/self exploration 
were each nominated three times. Mask making was identified two times by respondents. 
While metaphor as well as murals were each identified once. 
 In the bully/victim section, respondents (n = 4) identified the following types of 
art therapy interventions: Metaphor, individual based therapy, group murals, art as 
therapy, and self exploration.  
 
Artwork Produced During Treatment: Themes, Changes, Associations 
 This section of the survey dealt with the artwork that was produced by the 
child/children in treatment, whether bully, victim, or bully/victim.  Respondents were 
asked to answer question in regards to whether themes appeared in the artwork, if 
changes occurred in the artwork during the treatment and what types of associations were 
made to the artwork.  Data collected for each role in this population (bully, victim, and 
bully/victim) will be reported independently.   
 The first question asked respondents if “During the duration of the art therapy 
treatment, did themes appear in the artwork of this population? If so, briefly describe 
them.”  In the bully section of the survey seventeen individuals responded to this 
question.  Themes that appeared in the artwork varied between the respondents.  One 
theme recurred throughout 52.94% of the responses (n = 9).  This theme was of some 
kind of aggression, whether directed outward towards others or towards the child’s 
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representation of themselves.  Instances of abuse, trauma, or victimization were detailed 
in the artwork produced (n = 6).   This abuse took different styles in the artwork such as 
family abuse issues, victimization/violence in the community, and maltreatment by 
others.  One respondent commented “It became clear that they became emotionally 
deadened by ongoing abuse in the home, or in the community”.  Another theme that was 
reported was identification with figures of power or figures who overcame adversaries in 
the artwork.  Examples of police officers, superheroes, and wrestlers were given.  Also 
present were themes of the child/children feeling inferior in some way.  Feelings of 
anxiety, depression, low self esteem, doing what others expected of them, helplessness or 
inability to produce, anhedonia, and an ongoing need for nurturance or support were 
expressed in the responses. 
In the victim section of the survey twelve individuals responded to this question.  
Two respondent’s answers were disqualified due to answers that specified “same as bully 
section” but could not be matched with these answers due to anonymity. One theme 
recurred throughout 30% of the responses (n = 3).  This theme was of some kind of 
victimization from peers or adults.  This included the child setting themselves up for 
some form of failure even against advice from others.  Another respondent reported 
themes of monsters in the artwork or animals being eaten or hurt by other animals.  Also 
themes of hiding from danger were present.  One response reported artwork detailing the 
child being attacked by others.  Another theme that was presented was relationships with 
adults or family members (n = 4).  Responses detailed the need for family to be involved, 
family members who were not attuned with the feelings or needs of the victim.  Issues of 
trust with adults and the perceived need of the victim to “raise walls and create masks” 
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were present in the artwork.    Another respondent stated “more verbal and 
communicative to their feelings and frustrations and asking for help more from teachers 
and their parents”.  Also present were themes of the child/children feeling inferior in 
some way.  Recurring feelings of depression, inability to initiate or complete work, low 
self esteem, helplessness or being out of control, sadness, insecurity, and a need for 
support were expressed in the responses. 
  In the bully/victim section of the survey, nine individuals responded to this 
question.  Three respondent’s answers were disqualified due to answers that specified 
“same as previous sections” and again could not be matched with the previous answers 
because of anonymity.  Violence was again a theme noted in the respondent’s answers (n 
= 3).  Also expressed were behaviors/feelings that were present during the treatment.   
Issues of depression, inability to initiate or complete work, mild to severe paranoia, deep 
seated fear, low self esteem/significant self doubt, avoidant/defensive artwork, and 
ambivalence. 
The next question in the survey asked respondents to state if there were “changes 
in the artwork produced by this population during the treatment with art therapy?” and to 
“briefly explain what these changes, if any, were”. 
In the bully section, seventeen individuals responded to the first part of this 
question.  70.69% of the respondents (n = 12) agreed that there were changes and 29.41% 
of the respondents (n = 5) stated that there were no changes in the artwork produced.  
Thirteen individuals responded to the second part of the question.  Ten of the responses 
noted an increase of confidence and trust with this population.  With an increase in 
confidence, artwork became larger with more risk taking with materials.  One response 
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detailed that the work became more spontaneous and less constricted.  An increase in 
trust was also noted with openness to discussions, honest self exploration, and a release 
of angry/sad images.  One respondent noted that “they became slightly more open in their 
depiction of their own vulnerabilities”.  Respondents (n = 4) also found the trend in the 
increase in knowledge of significance of the artwork and its symbolism on the part of the 
child.  Responses also noted that there was an increase by the child to want to keep the 
artwork that they had produced.  Two respondents also found that there was a shift in the 
artwork from violent themes to rescue themes and focus on ideas of “justice, 
empowerment and protection”. 
In the victim section, fourteen individuals responded to the first part of this 
question.  85.71% of the respondents (n = 12) agreed that there were changes and 14.29% 
of the respondents (n = 2) stated that there were no changes in the artwork produced. 
When asked to briefly explain, twelve individuals answered the second part of the 
question. Two of the respondents were disqualified due to answers of “same as previous” 
which could not be matched to answers from the previous section due to anonymity.   
Changes that were noted in the responses for this question had recurring themes.  Seven 
of the respondents noted that there was an increase in expression and confidence over 
time with this population.  Remarks included an increase in confidence utilizing different 
art materials, an increase in ability to work with art materials more successfully, more 
freedom in the imagery, adding more detail to artwork and creating more elaborate art 
pieces.  There were also reports of children “utilizing a wider variety of color and better 
use of space”.  One respondent reported that the trend in the artwork “moved from visual 
purges with repetitive doing and undoing behaviors to more symbolically expressive 
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expressions”.  One other respondent also noted an increase in healthier bonds as well as 
an increase in parental awareness and empathy. 
In the bully/victim section, ten individuals responded to the first part of this 
question.  80% of the respondents (n = 8) agreed that there were changes and 20% of the 
respondents (n = 2) stated that there were no changes in the artwork produced.  When 
asked to briefly explain, six individuals answered the second part of the question. Two of 
the respondents were disqualified due to an inability to match answers because of 
anonymity of respondents.  Each of the remaining four responses noted an increase in 
positive characteristics.  An increase in trust, personal expression, understanding of cause 
and effect; actions and consequences, self awareness, self control, and more 
independence were all noted in the responses.  A decrease in aggressiveness was noted by 
two respondents.  One of these responses expressed that with the decrease in aggression 
an increase in depressive qualities was seen in the artwork.  The last comment for this 
question also described that over time the child “tended to deviate to less personal modes 
of artwork (i.e. crafts)”. 
The final question for this section of the survey was “what associations were 
made to the artwork regarding bully type behavior? Please describe these associations”.  
Respondents were asked to recall what types of associations children in each population 
had made towards the artwork created during the art therapy treatment. 
In the bully section, thirteen individuals responded to this question.  Two of 
which were disqualified due to answering that there were no specific associations towards 
the bullying phenomenon.  Four different categories of associations were detailed: issues 
of control and empowerment; violence/aggression; associations towards feelings; and 
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relationship issues.  38.46% of the responses (n = 5) mentioned associations to issues of 
control and empowerment.  Details of the associations to control and empowerment were: 
overcoming danger; winning; use of art as “power and depicting anything. You are in 
charge there”; art empowering the youth to have freedom from bullying; looking 
powerful through control and dominance; and creating a “wall to keep them safe from 
their past”.  46.15% of the responses (n =6) made associations to violence/aggression 
during the treatment.  Tendencies of destructiveness, references to killing, images of 
bullying others, and use of aggression as a coping skill were expressed through 
associations.  One respondent stated that “Bullying is a means of defense by the 
individual.  What seems minor to others is devastating and can be life threatening to some 
victims”.  Two respondents described associations that were made with regard to 
relationships with family and peers.  One respondent described associations towards the 
artwork discussing feelings such as anger frustration and sadness.  The respondent stated 
that “the artwork generally indicated anger/depression.  The children who are 
angry/depressed use anger to cope with any feelings of sadness, anger frustration thus 
taking it out on others.” 
In the victim section of the survey, eleven individuals responded to this question.  
One of these responses was disqualified due to the answer “same as first part” being used 
but was unable to be matched to this answer due to anonymity of responses.  Of the 
remaining responses two types of associations were described by the respondents.  The 
first type of association was to feelings that were experienced by the child/children.  Six 
responses detailed a variety of feelings that were associated with the artwork by the 
children.  These feelings were: sadness, anger, confusion, a sense of isolation, fear and 
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dependency, agitation, timidness, dissociation from the situation, loneliness, feeling 
unaccepted, low sense of self, and helplessness.  The other type of association was to the 
experience of being victimized.  Children used the metaphor of monsters for bullies 
according to one response.  Another described an association to venting by the child 
about being bullied. The final response regarding the experience of bullying stated that 
victimized children “expressed what it is like to be bullied, how bullying has affected 
their lives what they would like to see happen so that they can be bully free”. 
In the bully/victim section of the survey, seven individuals responded to this 
question.  Three of these responses were disqualified for answers of “same as previous”.  
Two types of associations were detailed in the responses given.  The first type was to 
feelings experienced.  One respondent referred to feelings of “frustration, anger relates 
often to red or black.  Many times, low self esteem appears in self portraits of drawings 
of people as the characters are very small on the page”.  The second type was avoidance 
of associating to the artwork.  Three respondents documented experiences of children 
avoiding associating to the artwork.  One respondent stated in regards to the child’s 
avoidance was their response of “ambivalence, of not caring but caring too much about 
what people think about them, are they powerful enough, are they accepted”. 
 
Art Therapy as a Viable Form of Treatment 
 The final questions in the survey dealt with respondent’s opinions of whether art 
therapy is a viable form of treatment with this population.  This section includes both 
qualitative and quantitative data.  Respondents for each section of the survey were given 
five options to choose from for the first question “would you agree that art therapy is a 
 
 133
viable form of treatment with this population”.  These options ranged on the five point 
scale from Strongly Agree to Strongly Disagree.  In the bully section twenty-nine 
individuals responded to this question, twenty-three individuals responded in the victim 
section, and nineteen individuals responded in the bully/victim section.  Answers varied 
from neutral to strongly agree.  The majority of responses, 50.7%, fell into the category 
of strongly agree in the distribution.  There were no responses in either disagree or 
strongly disagree. (see Figure 16) 
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Figure 16: Art Therapy as a Viable Form of Treatment  
  
In the bully section, characteristics of art therapy that were found by respondents 
to be useful in treating children are: assists in learning appropriate behaviors and skills; 
empowerment; allows for the child to express feelings in a safe environment; problem 
solving through the art therapy process; expression through “alternative”/non-verbal 
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means; building of insight; immediate, tangible reward for mindfulness instead of 
impulsivity; a non-threatening and non-evasive means of exploration of issues; active 
participation; and provides means for a metaphor to overcome obstacles.  Three 
responses pointed out possible negative connotations for utilizing art therapy with this 
population.  These responses detailed that: art therapy does not work with all populations; 
creates an environment that can be “too regressive and too emotional” for this population; 
may not work with this population due to inherent oppositional attitude. 
 In the victim section, characteristics of art therapy that were found by respondents 
to be useful in treating this population are: it provides a healing process; provides an 
outlet to express feelings; creates supportive relationships; provides the child with a safe 
environment and a safe container for their issues; provides empowerment to the child; an 
alternative method to communicate; provides the child with coping skills; builds self 
esteem; reframing of perceptions; insight into issues and provides the opportunity to 
problem solve; promotes homeostasis; and allows for reflective distancing.  
 In the bully/victim section, characteristics of art therapy that were found by 
respondents to be useful in treating this population are: safety; reveals strengths and 
weaknesses; provides insight into issues; it covers both areas of need (bully and victim); 
and promotes a supportive and healing environment.  A possible negative connotation 
found in one of the responses stated that “it is a very difficult population that is very hard 
to reach”. 
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Section III: Open ended question 
 At the end of the survey, respondents were asked to comment with any additional 
comments regarding the survey or the subject matter.  Eleven individuals responded to 
this section.  Four of the responses described that the length of the survey was too long to 
complete and repetitive in certain areas.  Three responses discussed that the topic of the 
bullying phenomenon is “interesting and relevant”.   Two responses offered personal 
insight into their experiences with the bullying phenomenon.  At the end of one of these 
responses the respondent stated in reference to working with children that “They have 
not, as yet, had to use survival tools such as bullying, but I imagine as they get older it 
will be a natural occurrence.  Let’s pray that an art therapist is available to them”.  Two 
other responses included experiences working with bullies and victims.  One commented 
that it was difficult during the survey to choose between the two categories due to 
working with children who have experiences in both roles. 
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CHAPTER 5: DISCUSSION 
 This chapter presents an interpretation of the results from this research study by 
relating the relevant material gathered for the literature review with the results from the 
survey.  A summary of the research question formulation and how the survey content was 
guided is outlined.  Major findings are summarized, then clinical applications of the study 
are explored, followed by a discussion of the limitations of the study.  After this, possible 
implications of the results are discussed for future research. 
 The research question and survey emerged from a gap in the literature searches 
about treatment for the bullying phenomenon and utilization of art therapy with this 
population. Literature searches were conducted through the PsychInfo, Medline, 
CINAHL, ArticleFirst, and Google Scholar databases. The two research questions which 
emerged from the literature review and the visible gap in research were: Are Art 
Therapists encountering children involved in the bullying phenomenon in the therapeutic 
milieu; and how are they assessing and/or treating these children? 
 The literature review chapter includes summaries of research studies regarding 
interventions utilized with the bullying population from a psychological and psychosocial 
point of view.  It also reviews the public health and policy aspects of bullying.  Those 
studies reviewed the current characteristics and dynamics of the bullying phenomenon as 
well as the interventions that have been used.  These interventions and their 
implementation are still highly experimental and their success rate has been debated.  The 
amount of clinical research that has been conducted which utilized art therapy with this 
population directly or indirectly inspired the current survey to examine whether art 
therapy is being utilized and in what context. 
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 The survey was designed to explore the possible utilization of art therapy as a 
possible milieu for this population.  The survey examined: (1) the current status of art 
therapy being utilized with this population, (2) the therapeutic context in which art 
therapy was being utilized, and (3) the opinion of art therapists as to whether art therapy 
is a viable avenue of treatment for this population.  The survey consists of  10 questions 
that addressed the individual’s demographic and practice experience, 26 questions in each 
of the three subsections dealing with experience with the different roles involved in the 
bullying phenomenon (bully, victim, bully/victim), and one open ended question at the 
end of the survey. 
Interpretation of Major Findings 
 The purpose of this study was to find the extent to which art therapists are 
currently utilizing art therapy as a modality to work with the bullying phenomenon.  The 
study was also designed to examine which therapeutic context the respondents were 
utilizing with this population.  The major findings are discussed below. 
One of the first implications that was attained from this sample of art therapists 
was that the majority of respondents have treated children involved in the bullying 
phenomenon.  Across populations, at least 60% of the responses indicated that the 
respondents have utilized art therapy with this population (see Figure 7).  Due to the size 
of the n, the results are not generalizable but do indicate that there are individuals who 
are utilizing art therapy with this population. This is the main focus of this study.  This 
sample was also asked if art therapy would be a viable form of treatment for children 
involved in the bullying phenomenon.  Again across populations, at least 93% agree that 
art therapy is a viable form of treatment for this population. 
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To explore further, the next question to be analyzed was: how are art therapists 
assessing/treating these children?  It was found through the data collected from this 
sample that there is a significant difference between the frequency of the use of 
individual and group therapy as opposed to family and all other modalities for treatment 
of the bullying population.  Intake and assessment were not tabulated for this conclusion 
as they are not considered to be ongoing forms of treatment.  Across all groups, bullies, 
victims and bully/victims, there appeared to be a trend towards utilizing group therapy 
and individual therapy as opposed to other forms of therapy as seen in Figure 17. 
 Bully Population Victim Population Bully/Victim 
Population 
Group Therapy & 
Individual Therapy 
83% 79% 80% 
Family Therapy & 
Other Therapies 
17% 21% 20% 
 
Figure 17: Frequency Model of Utilized Art Therapy Milieus 
 
The n was much higher for the bully group making it more likely that it is representative 
of art therapists as a whole. Due to the uneven n for the three populations a t test could 
not be performed.   
 Considering the theories found in the literature by Olweus (1993), Cohn & Canter 
(2003), Smith, et al. (1999), Ross (2002) and the research done by Nickel, et al. (2005) 
with regard to family involvement in the bullying phenomenon, the low response rate for 
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utilization of family art therapy with this sample presents a major finding.  Art Therapists 
from this sample report a low use of family art therapy while the literature implies the 
importance of involving the family in the therapy with the child.  No research was found 
regarding the use of family art therapy in the literature but it may be implied from the 
research done by Nickel et al. (2005) that family art therapy may need to be explored as a 
more viable form of treatment with this population. 
 Another major finding of this sample was the amount of experience as an art 
therapist that was reported by the respondents.  In this sample, at least 70% of the 
respondents have a minimum of 11 years of experience.   
 Another implication that could be drawn from this survey is the lack of 
experience that art therapists have dealing with this population in an adjudicated setting.  
Art Therapists also reported a lack of referrals for this population from judicial 
representatives.  As indicated in the Public Health and Public Policy section of the 
literature review the United States has only recognized the severity of the bullying 
phenomenon in recent years. Limber & Small (2003), Hallford, Borntrager & Davis 
(2006), and The Bully Police USA (2008), have indicated in their research and reports the 
reactive nature of litigation and national awareness of the bullying phenomenon.  This 
reactive nature may indicate the low response rate in regards to this sample’s experiences 
involving the use of art therapy with children involved in the bullying phenomenon and 
referrals from the judicial system.  Considering that individual states have started 
adopting legislation since 1999 and not all states have adopted litigation in regards to 
bullying, judicial referrals would be limited as compared to other referral sources.  The 
number of states which have adopted legislation with regard to bullying has grown to 
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thirty six states with the possibility of more states joining this number.  With more 
legislation being approved to prevent bullying or to have consequences for bullying, it is 
possible that referrals from the judicial system for therapeutic services may also increase. 
This increase may have an effect on art therapists who work with adjudicated youth.  The 
number of children who are referred due to issues of bullying from the judicial system 
may increase from the 19.35% that was reported from this survey sample.   
Another finding from the data collected through the survey for this sample was 
that the largest referral source for this population to treatment utilizing art therapy came 
through the school setting.  This follows with the trend that was found in the literature 
review regarding the setting in which bullying is most commonly identified.  The 
majority of the literature found that bullying transpired in the school setting.  Olweus 
(1993) states that “the school is without doubt where most of the bullying occurs” (p. 21).  
The school setting was also one of the highest chosen settings in which art therapy was 
utilized with this population.  It was only second to the mental health setting for those 
respondents answering in the bully section and the victim section. 
An additional finding from this study’s data regarding diagnosis prior to 
utilization of art therapy corroborates the findings of data collected in the literature 
review section.  The findings, with this sample, indicate that distinctions are indicated in 
the different diagnoses that were reported existing prior to the use of art therapy.  With 
the bully population, this sample reported that five specific diagnoses were found as pre-
existing diagnosis more than any of the other diagnosis by at least 40%.  These diagnoses 
were: Oppositional Defiant Disorder, Conduct Disorder, Attention Deficit Hyperactivity 
Disorder, Bipolar Disorder, and Depression.  Out of these five diagnoses, the majority of 
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respondents reported instances of O.D.D. 25% more than Conduct Disorder or AD/HD 
and at least 50% more than Bipolar Disorder and Depression.  This trend towards conduct 
type disorders and mood disorders reflects the findings reported in the literature review 
section in reference to published material by the American Psychological Association 
(2008), Ross (2002), Olweus (1993) and Veenstra et al. (2005) which includes tendencies 
towards these diagnoses as well as children displaying the symptoms of these disorders.   
 With regard to the victim population and pre-existing diagnoses, two diagnoses 
were identified as being present with distinction in comparison with other diagnoses 
reported by this sample.  The two diagnoses are: Depression and PTSD.  Victims 
suffering from depression have also been noted in the research that was reviewed in the 
literature review section of this study.  Bauman & Del Rio (2006), Salmon & West 
(2000), Olweus (1993), Veenstra, et al. (2005), as well as the American Psychological 
Association reported links between victimization and depression.  25% more respondents 
to this survey reported depression as opposed to other diagnosis for victims.  With 
regards to PTSD and victims, symptoms of some form of trauma have been identified as 
causes for children to be victimized.  As was discussed in the literature review, the victim 
theory postulated by Olweus indicates that the demeanor of the victim causes others to 
pick on and victimize them.  This change in demeanor may be due to the traumatic event 
that the child has experienced.  Though, again, there are no specific references in the 
literature to a link between PTSD and victimization. 
 No specific distinctions were apparent with pre-existing diagnoses and the 
bully/victim population.  The distribution of diagnoses was insignificant and no specific 
distinctions were found with this sample. 
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 With regard to this study’s findings of art therapy assessments being utilized with 
this population, the majority of this sample utilizes assessments which are not recognized 
or tested assessments.  As noted by one of the respondents to the survey, the assessment 
which was being utilized was of their own creation and involved use of mixed media.  
This use of non-recognized assessments could possibly be due to the amount of 
experience that this sample of art therapists have, the training that was received during 
their academic experience, or the requirements of their current professional setting.  The 
majority of respondents to this survey have at least eleven years of experience as an art 
therapist.  With this experience, these art therapists might utilize established assessments 
and improvise depending upon their experiences.  Adapting assessments to fit into the 
different settings that they treat clients at or the population that they may be treating 
could be reasons for utilizing untested art therapy assessments.  Art therapists from 
different regions of the United States may also have different experiences in training of 
assessments to be utilized.  The other possibility is that the setting that art therapy is 
being utilized may require the art therapist to administer a specific assessment.   
Another of the major findings for this survey were the themes that the sample 
reported appearing in artwork from the populations.  Reports from this sample regarding 
associations made towards the artwork by the bullying and victim populations mirror 
behavioral observations that were discussed in the literature review.  The themes 
associated to the artwork by the bullies dealt with externalized aggression, abuse, and 
victimization.  This reflects the literature discussed in the Family Dynamics section of the 
literature review.   Cohn & Canter (2003), Olweus (1993), Ross (2002), and Smith, et al. 
(1999) discussed how violence in the household or from adults may affect the bully.  This 
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abusive behavior may create the aggressive dynamic between the bully and their victim.  
These associations lead to a hypothesis that since bullies have been the victims of 
aggression, they will tend to respond in that fashion.  As reported from this sample, the 
bully population artwork reflects this aggressive dynamic and reveals themes of violence 
and reflections of their own abuse. 
 The themes associated with the artwork by victims dealt with victimization, and 
issues of trust with and isolation from adults.  Cohn & Canter (2003), Olweus (1993), 
Ross (2002), Bauman & Del Rio (2006), Frey, et al. (2005), Hirschstein, et al. (2007), 
and Kallestad & Olweus (2003) have all, as noted in the School Based Regulations and 
Family Dynamics sections of the literature review have discussed the dynamic between 
victims and intervening or involved adults.  This dynamic as well as the characteristics of 
victims which are also discusses in the literature review roles section also echo the 
responses detailed by the sample for this survey.  The perceptions of the adults involved 
with the bullying phenomenon, such as family members and teachers, come into question 
by the children who are victims. This may result in an issue of trust.  This also leads to 
another hypothesis: that victims have not identified with healthy adults and likely as a 
result have a poor sense of self and feelings of inadequacy.  These issues may be present 
in the artwork produced by these children.  Issues of maladaptive dynamics as well as 
images of depression and low self esteem may be prevalent in the artwork produced by 
victims.  As noted by several respondents these children may also have issues completing 
tasks or initiating the creation of artwork.  
 The media employed during art therapy sessions, as detailed by respondents to 
this survey, show no distinct trend towards one specific type.  Media usage ranged from 
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highly structured, pencils, to more loosely structured media, clay.  This indicates that art 
therapists are offering a wide variety of options for this population.  Wadeson (1980) 
notes that media usage is usually delegated to the most appropriate structure as based on 
the diagnosis or prevalent symptoms of the individuals in therapy.  Limitations are set 
into place with art media dependent upon the capability of the population using them.  
This sample reports no specific limitations with art media usage which implies that this 
population is high functioning and capable of using a wide variety of media. 
The majority of art therapists from this sample utilize both directive and non-
directive instructions with this population.  This implies that the type of instructions used 
by this sample were determined by the course of treatment for this population.  At least 
70% of this sample of art therapists indicated that during the course of treatment that the 
art work produced by the children from each of the roles specified changed.  These 
changes in the artwork included themes of developing healthier coping skills, 
strengthening of familial bonds, identification of appropriate peer relations, admittance of 
aggression problems, and better choice making.  The artwork changed, according to some 
respondents, for victims from having depressed qualities to more elaborate creations with 
color usage, themes of acceptance by peers, and an increase in self confidence.  With the 
bully and bully/victim, the change indicated by the respondents was that a level of trust 
was gained through the art therapy sessions and level of aggression and depression 
decreased.     
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Clinical Applications 
 The number of art therapists with experience treating children involved in the 
bullying phenomenon was unknown prior to the distribution of this survey.  The sample 
who responded to this survey indicates that there are art therapists who have or are 
treating these children.  The number is still unknown.  From the perspective of an art 
therapist the reality of encountering children experiencing issues involved with bullying 
would most likely transpire in a school setting.  As noted in the literature review and the 
data collected through the survey art therapists are treating this population in the school 
setting and the majority of art therapists are utilizing a group or individual context to treat 
these children.  
 The use of art therapy with this population would be advantageous from a clinical 
perspective.  Art therapy offers inherent qualities to the therapeutic process which other 
forms of treatment would not offer to the bullying population.  As noted in the literature 
review as well as the results indicated in the responses to the survey, trust is an issue 
which is present with this population of children.  Children are often misunderstood or 
ignored by adults when relating incidents of bullying according to Bauman & Del Rio 
(2006).  This creates a lack of trust.  As Levick (1983), Landgarten (1981), and Linesch 
(1988) implied, the creation of art during the art therapy process offers the child the 
opportunity to convey their emotional turmoil without judgment.  This acceptance of the 
art product allows the child to create a therapeutic alliance with the therapist.  The child 
creates artwork which communicates non-verbally as well as verbally to the therapist as 
indicated by both Kahn (1999) and Eaton, Doherty, & Widrick (2007).  Eaton, et al. 
(2007) described this process as storytelling by the child.  This process of storytelling 
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through art therapy allows the child to express their experiences of bullying through 
metaphor and fantasy.  The child gains distance from the traumatic experience by 
projecting feelings and thoughts into the artwork.  This provides protection for the child 
as Rubin (2005) implied from experiences that are considered unacceptable socially.  By 
displaying these thoughts and emotions through the artwork and processing the graphic 
product with the art therapist, the child discovers their role and negotiates a different role 
as Ross (1996) implied. 
Art therapy also provides an escape for the children involved in bullying to a safe 
environment where conflicts are processed through the art medium and alternative 
actions and conclusions can be addressed.  As Wadeson (1980) described, art therapy 
allows the child to relay an event from start to finish in one product that does not have to 
be limited by linear verbalizations.  Spatial matrix is an advantage that art therapy offers 
to this population that is not present in other forms of therapy. 
Another advantage of art therapy as Landgarten (1981) implies, is the ability to 
express anger and aggression through an acceptable manner.  By manipulating the art 
media, such as clay, the child may project feelings of anger onto the media and process 
the emotion in a more socially acceptable manner.  
The completed product produced during the art therapy process also provides a 
therapeutic vehicle to communicate with others through a visual, concrete manner.  As 
Landgarten (1981) indicated, art therapy allows children to foster peer relationships.   
Ross (1996) utilized art therapy with a small group of children who were identified as 
victims for this reason.  Utilization of art therapy provides children the opportunity to 
empathize with each other through the visual art product created during the session.  The 
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visual product allows the child an avenue to portray their conflicts to adults as well.   
As noted in the literature review, adults in the school setting require training in 
dealing with and building skills devoted to intervene and preventing bullying. Bauman & 
Del Rio (2006), Frey, et al. (2005), Hirschstein, et al. (2007), and Kallestad & Olweus 
(2003) all found through research studies that adults working in the school setting require 
training on recognition of bullying and interventions which would create a safer 
environment for the entire school community.  Art therapists working in a school setting 
should also incorporate this training into their ongoing education.  This would create a 
sense of continuity and consistency for the children involved.  The recognition of the 
severity of bullying has grown in recent times and therefore it is more likely that referrals 
from school staff for treatment from school based art therapists may include children 
perpetrating victimization or being victimized.  It would be beneficial for art therapists to 
have a knowledge base of the characteristics of these populations to better treat the 
related issues. 
 With regard to the use of assessment for this population, no specific assessment 
was detailed as being utilized when assessing these children.  The issues inherent to the 
bullying phenomenon would indicate that relationships and dynamics are central to the 
topic.  By utilizing an assessment that examines the dynamic between the individual and 
peers, issues of bullying could be revealed.  Verbal manipulation is a symptom displayed 
by the bully in particular and therefore the use of an art therapy assessment would reveal 
issues that would not be readily available otherwise through a verbal assessment.  This 
verbal manipulation by the bully is another reason that art therapy may be an appropriate 
vehicle to assess this population.   
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 With regard to the use of art therapy with the bullying population, interventions 
which include forming healthy, community based art therapy is recommended.  As noted 
in the literature review, interventions and preventative programs show higher levels of 
success when the entire community is involved in the intervention process (Olweus, 
1993).  This would include neighborhood programs as well as school based programs.  
The lack of knowledge base of the severity of the bullying phenomenon by the general 
public is a recommended point to begin the therapeutic intervention. Utilizing art therapy 
in a group/community setting to inform the public of this topic of bullying and the 
repercussions of its aggressive nature allows people to empathize and still maintain 
distance from the direct thoughts and emotions through the graphic product created 
through the therapeutic process. Children/adolescents who are involved in the bullying 
phenomenon, as Olweus (1993) and Veenstra, et al. (2005) relate, display symptoms 
which may not be acceptable to peers.  The art therapy process allows these children to 
use the created metaphor to express these socially unacceptable symptoms in a more 
socially acceptable manner.   
 Results regarding the art media by the respondents to this survey showed no 
conclusive preference for utilization of a specific media.  Another recommendation for 
further research is to examine the use of different media by this population of children.  
Investigating the choices of media that are made and how these children came to this 
choice is one avenue to pursue.  Another aspect to research is the art therapist’s 
preference of media to be utilized with this population. 
Involvement from the children’s entire communal environment would increase 
the likelihood of consistent implementation of any interventions and an increase in the 
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sense of responsibility of all people involved.  The use of group art therapy as a vehicle to 
open the communication of the community with regard to the bullying phenomenon 
would assist not only the bully but also the victims of bullying as seen in Ross’s (1996) 
case study.  By utilizing art therapy in a communal group setting, shared experiences and 
solutions to the bullying issue may be addressed in an indirect manner with use of 
metaphors and understanding of the topic of bullying can be established. As relayed by 
Bauman & Del Rio (2006), children who experience the bullying phenomenon are, at 
times, misunderstood or ignored by the adults that they relate incidents of bullying.  As 
cited by Bauman & Del Rio, “MacNeil & Newell (2004), Birkinshaw & Eslea (1998), 
Doll, Song, & Siemers (2004), Bosworth, Espelage, & Simon (1999), and Casey-Cannon, 
Hayward, & Gowen (2001)” all found that the perceptions of students after verbalizing to 
adults about incidents of bullying and being ignored by these adults created a lack of 
trust.  As noted in the literature review, art therapy is a therapeutic vehicle to establish 
trust with the child/adolescent through acceptance of the art product.   
Creating a community art therapy undertaking such as a mural or site specific task 
is recommended.  The amount of people who may be involved would require a larger task 
with specific responsibilities.  The task should focus on the topic of bullying, shared 
experiences, preventative actions, building empathy, enhancing coping skills, and verbal 
processing of the experience with the entire community. Art media, depending on the 
task, could vary.  As seen in the survey’s sample media choice ranged from highly 
structured to more unstructured media choices for this population.  Due to the large scale 
of a task like this, a highly organized project is recommended with clear boundaries and 
instructions for the participants. Sponsorship from any number of anti-bullying agencies 
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would also be recommended.  The task could also be done as a with-in-school therapeutic 
intervention considering, as detailed in the literature review, the majority of bullying 
transpires on school grounds. 
Another clinical application of utilizing art therapy with this population would be 
in the technological realm.  As evidenced in the literature review electronic bullying is a 
growing concern due to the advances that have been made in technology.  Bullying is no 
longer restricted to the classroom or the neighborhood.  Children can be bullied or can 
bully peers in the comfort of their own homes.  Art therapy could be utilized through 
computer art programs which do not limit the art therapy session to using the traditional 
media choices.  By utilizing art and graphic programs and instructing the bully population 
to use these programs allows for these children to sublimate their want to bully to a more 
acceptable use of electronic devices.  These graphic programs would allow both bullies 
and victims to create and promote anti-bullying messages through their artwork which 
could be anonymously posted on the internet.  Doing so would allow the child to have, as 
Rubin implied, a degree of disguise. Children would be able to distance themselves from 
the socially unacceptable behaviors through the artwork and use metaphor to describe 
their own experiences without direct identification. Utilizing these programs also allows 
for the child and therapist to track the progress and view the process of creating such 
images. 
Another application of art therapy for this population would be to emphasize 
empathy.  The dynamic between the different roles involved in the bullying phenomenon 
would indicate that group art therapy would be beneficial for the children involved but 
that groups should be more homogeneous as opposed to heterogeneous.  This would 
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decrease the amount of agitation between the bullies and victims during art therapy group 
sessions and allow the children to more freely express their experiences without fear of 
rejection from peers.  Focusing on coping skills, healthy peer relationships, anger 
management, outlets for stress, and feeling expression, the art therapists should create 
tasks and utilize art media which would bolster children’s empathy for their peers and 
self awareness.  With an increase in self esteem children from both populations could 
attend the same group and utilize new found skills to bridge gaps and find mutual 
common ground.  These topics could also be explored through individual art therapy 
sessions as well. 
Another clinical application would be the examination of family dynamics with 
this population through family art therapy assessments or family art therapy sessions.  
The literature implies the impact that the family dynamic has with regard to the 
promotion of bullying behavior.  Intervening on the family unit level with art therapy 
could prevent the cyclical nature of bullying and promote recognition of the behaviors 
which lead to bullying or victimization.  By examining the family dynamic through the 
graphic creation, members of the family could recognize the characteristics that they 
contribute to the bully persona. 
It is hoped that this study may stimulate future studies which could explore more 
specific findings for each category for this population of children.  It may focus on 
specific interventions, traits found in the artwork of each category of the population, 
course of treatment, and the context which creates the most beneficial atmosphere to treat 
the child. 
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Limitations of the Study 
 One limitation of the study was the limited response.  Although the email 
announcement and reminder about the web based survey (see Appendices A & C) were 
sent out to a large number of art therapists, the sample was small and varied with a total 
of 64 respondents answering different sections of the survey.  The reason for the limited 
amount of responses is unknown but may be attributed to a number of factors.  One of 
these factors may be due to the limited number of art therapists who have worked with 
this population.  The survey purpose was listed on the announcement which may have 
prompted any art therapists who have not dealt directly with this population to not 
respond to the survey.  Subjects were asked to self select. 
 Another limitation for this survey may have been due to technical difficulties at 
the beginning of the survey collection time frame.  The web surveyor that was utilized 
experienced a technical problem once the survey was created and the announcement was 
sent out to possible subjects.  The respondent number was set automatically by the web 
surveyor to one response.  After several emails, being redirected through the surveyor to 
the co-investigator, reported that the status of the survey was listed as closed, the web 
surveyor was informed and corrected the limitation to accept all responses with no 
limitation of respondents.  This may have had a negative reaction with any individuals 
who attempted to access the survey while the response limit was set incorrectly to one.  
Those individuals may not have attempted to retry to access the survey after this incident. 
In addition, due to e-mail being utilized as the only means of contacting art 
therapists regarding the survey, the possibility that email addresses changing there is no 
way to track how many art therapists received the e-mail announcement.  The AATA 
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membership directory was utilized for the distribution list but may not have the most up 
to date information due to members not updating their contact information.  Also the 
assumption that art therapists would use their email account and receive the email 
announcement within the established time frame of one month may have also had an 
impact on the low number of responses received. 
Another limitation was the survey itself (Appendix B).  As was reported by 
respondents who completed the survey, the length of the survey may have accounted for 
the number of responses decreasing from the beginning of the survey to the end of the 
survey.  It was noted by several respondents that the survey took too long to complete as 
it was estimated at 45minutes. Practicing art therapists may not have had the time to 
devote to responding to the survey.  One respondent also noted that the survey once 
started could not be stopped and restarted at the exact same place at a later time.  Also 
reported was that the amount of questions, 88, may have created a fatigue effect.  
Respondents who answered the open ended question stated that the survey appeared 
repetitive and therefore their performance and investment wavered as the survey went on.   
This may have also created an issue with order of questions.  It was noted that more 
individuals answered questions earlier in the survey rather than later in the survey.  This 
may result in a conclusion that more art therapists treat bullies rather than victims and 
bully/victims.  The survey was structured in an attempt to avoid an order effect by 
instructing respondents that if they did not deal directly with the population in question or 
had no history treating that population, to move forward in the survey to the next section.  
It is possible that the survey may have needed to be more concise and reformatted into 
three different surveys to accommodate each of the different roles in the bullying 
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population.  This is discussed further in the section about implications for future research. 
Another of the limitations of this survey was the language that was used and its 
interpretation by the respondent.  Examples of this may be the use of words such as 
adjudicated in regards to settings, the options for the geographic region, and the option of 
Self in the section questioning the referral source.  Respondents may have misinterpreted 
the question which inquires about pre-existing Axis I diagnosis as any pre-existing 
diagnosis as was seen by responses that do not qualify as Axis I diagnoses according to 
the DSM IV-TR.  Another misinterpretation may have been when asking respondents to 
detail which art therapy assessments have been utilized for this population.  Respondents 
detailed several assessments which are not formal assessments recognized by AATA or 
the ATCB.  The language of the question did not ask specifically for formal recognized 
art therapy assessments. 
A limitation that arose was in part due to the anonymity of the survey.  Since 
respondent’s identities were protected through anonymity, it was impossible to track 
which respondents answered specific categories in the survey.  Certain questions would 
allow for the respondent to answer in multiple categories.  Other questions would request 
input regarding experiences of the respondents.  These were answered in several areas, 
specifically in the victim and bully/victim section, that the answer was the same as the 
bully section.  Tracking these responses is not possible due to anonymity.  The structure 
of the survey may need to be examined to eliminate this issue.  
The survey was created specifically for this study and therefore not tested for 
validity or reliability.  The phrasing and response choices might have been cause for the 
survey to have limited responses or invalid responses such as was noted in the Results 
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chapter for example when respondents would answer an open ended question with “same 
as previous”.  Even though respondents were asked to detail their answers to the specific 
population that they were reporting about, answers such as the aforementioned “same as 
previous” were utilized for several questions in the victim and the bully/victim sections.   
The sample size also limits the use for the data collected.  It can not be stated if 
the results are generalizable to the art therapy community.  The results of this study can 
not be generalized due to, in part, the issue of gender.  The majority of responses were 
from females (93.48%) with a minimal response rate from males. 
  
Implications for Future Research 
 Given the limited response and small sample size, this study is considered a pilot 
study.  However if the survey were to be restructured it is possible that the response rate 
for the survey would increase.  If the sample size were to increase, the results may be 
generalized.  A subsequent study could support or refute the results of this study.  A 
larger response rate could reveal a difference in the treatment type being utilized with the 
different roles in the bullying population as well as the amount of therapists who have 
had experience treating this population.  As seen with the research documented in the 
literature review section, a greater awareness of the characteristics of bullying as well as 
the impact that it has on children and adolescence may have an impact on further studies 
regarding this topic.  As art therapists become more aware of the topic of bullying, a 
greater understanding of present and past experiences with this phenomenon can be 
attained.   
 
 156
 Examining the results of the therapeutic context in which the respondents for this 
sample utilized, the survey could also be reengineered to examine one specific context as 
opposed to surveying them all.  Family art therapy may need to be examined specifically 
as a viable form of treatment considering the weight that family involvement has in the 
research and literature regarding the bullying phenomenon. 
The results of the open ended questions in the current study imply that if the 
survey were to be restructured, issues such as fatigue effect may be eliminated.  This may 
also decrease the issue of respondents reporting information for a specific population in 
the incorrect section of the survey.  If the survey were to be separated into three surveys 
which specified only one of the roles involved in the bullying phenomenon each, 
respondents would have the option to answer questions which deal specifically with the 
part of the population in which they have experience.  A downfall to this format would be 
that respondents who deal with more than one part of the population would then have to 
respond to two or more surveys.  This may decrease the response rate as well.  Therefore 
to streamline the survey and edit questions from the original survey may be the only 
course to decrease fatigue as well as increase accurate responses. 
 Other surveys related to the bullying phenomenon could approach the subject 
from the perspective of the educator. Program directors could be asked to provide 
feedback about the treatment of children in general and about their program curricula 
with respect to the bullying phenomenon in particular. Their responses could help guide 
the construction of survey questions to other groups, including students, parents, other art 
therapists, educators or employees. A survey of educators, parents or employees could 
provide information from their perspective about the adequacy of the treatment of these 
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children. Educators, parents, and employees could use such information to help identify 
needs, strengths, and weaknesses. Such a survey could focus on the bullying phenomenon 
or include other areas of interest. 
 Further research is required to indicate the therapeutic process that transpires 
while utilizing art therapy with this population.  Ross (1996) detailed a case study 
employing group art therapy with children who were identified as victims of bullying.  
Utilizing the same format but treating bullies may reveal a greater understanding of the 
bully dynamic as seen through the artwork created.  A human subjects study would 
greatly increase the knowledge base for this population.  Comparison of the artwork 
created by both the bully and the victim would also reveal data to refute or agree with 
current literature regarding symptoms of both populations.  As noted in the literature 
review, both populations may have symptoms of depression or post traumatic stress 
disorder.  A study of the artwork created by these children may show similarities in 
imagery.  A study comparing the artwork of each population specifically examining the 
artwork for signs of depression or post traumatic stress disorder is recommended. 
Another study that is recommended is to examine the artwork from all three 
populations with regard to themes of bullying, self images, dynamics of peer 
relationships, symptoms of abuse, and perceptions of the bullying environment.  Research 
could investigate artwork produced by these children with directives of creating images 
of what a bully looks like, what a victim looks like and where does bullying happen.  
Through examination of the perceptions of these children and exploration of the images 
created, a greater understanding of the self image and view of the other roles involved in 
the bullying dynamic may be gained.  This study would not have to be limited to children 
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who have experienced bullying but for all children to look for trends in the general 
populace.  Graphic depictions could be compared between groups for common themes or 
similar depictions of the different roles. 
Results from the survey indicated that art therapists utilized both directive and 
non-directive instructions for the creation of artwork with this population.  A study to 
discern if graphic responses would vary if only one type of instruction was given is 
recommended.  Clarification regarding the instructions utilized and how they are 
administered during the art therapy sessions as well as art therapy assessments would be 
beneficial. 
A larger scale research study that is recommended would be to compare art 
therapy interventions for this population between two different settings.  The respondents 
to this survey indicated that art therapy was implemented with this population more often 
at the school based setting and mental health setting than the other settings provided as 
options on the survey.  A study comparing the outcome of the use of group art therapy 
with this population at the two designated settings may determine the effectiveness of one 
setting as opposed to another.  The examination of the setting could display results 
depicting whether a setting has an impact on the outcome of the art therapy intervention 
with this population.  
 It is hoped that this discussion will encourage more research on the subject of the 
bullying phenomenon and utilization of art therapy. The co-investigator has personal 
experience in working with these children at a school based behavioral health program 
for seven years in a metropolitan area.  The bullying phenomenon was a common 
occurrence among the population of children in the school setting as well as in the 
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neighborhoods.  There was no distinct intervention program in place through the mental 
health agency, the school district code of conduct, or state regulation/law.  Again the 
common belief of bullying being part of a right of passage was present in the school 
setting.  Depending on the degree of harassment or level of violence, bullying was for the 
most part often ignored.  Watching as this country on every level became more aware of 
the severity of this phenomenon in no small thanks to the media, this study emerged. 
Although the results of this study are limited, the literature does support more 
education and treatment of the bullying phenomenon for clinicians and educators. 
Therefore, based on the literature and the co-investigator’s personal experiences with 
staff reactions to the bullying phenomenon and to bullying, victimized, and bully/victim 
clients, future research on this topic is recommended. In the event that this pilot study is 
considered as the basis for future studies, the analyses performed and recommended may 
prove helpful in providing a framework for conducting future research.  
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CHAPTER 6: SUMMARY AND CONCLUSIONS 
 This study was conducted to determine if there was a working relationship 
between art therapists and children/adolescents that are involved in the bullying 
phenomenon.  The research questions were, “Are art therapists encountering children 
involved in the bullying phenomenon in the therapeutic milieu and how are they 
assessing/treating these children?” 
 The rationale for examining the relationship between art therapists and the 
treatment of the bullying phenomenon included: the emerging knowledge base of 
bullying in the United States; an increase in interventions and preventions for bullying in 
both the psychosocial and psychological milieu; the gap in the knowledge base of 
utilization of art therapy as a treatment/intervention with this population; and the inherent 
healing qualities of art therapy. 
 The literature review included contextual information on (a) definitions of 
bullying, (b) a history of the bullying phenomenon, (c) a review of the public health and 
public policy aspects of bullying, (d) the dynamics and characteristics of the different 
roles involved in the bullying phenomenon, (e) the psychological and psychosocial 
factors of bullying, (f) a description of the power differential that is present in the 
bullying dynamic, (g) different types of interventions utilized to date, and (h) art therapy 
theory and possible utilization with the bullying population.  The review revealed 
utilization of numerous interventions with mixed reviews of success.  It also revealed a 
gap in the knowledge base of use of art therapy with this population. 
 A survey was developed and distributed to art therapists who were registered 
members of the American Art Therapy Association and met the inclusion criteria.  The 
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survey content was guided by the gap in art therapy research on the bullying phenomenon 
and a need to explore a wider base of knowledge on the topic from an art therapy point of 
view.  This exploration included: context in which art therapy was utilized with this 
population; therapeutic process with this population; and opinion of the sample as to art 
therapy as a viable avenue of treatment for this population. 
 The data analysis of this sample’s responses to the survey identified two 
therapeutic contexts in which the majority of art therapists from this sample were 
utilizing art therapy with children involved in the bullying phenomenon.  These contexts 
are group and individual art therapy.  The sample for this survey also revealed that at 
least 60% of the respondents are utilizing art therapy now or in the past with children 
involved in the bullying phenomenon.  The survey also revealed that the main referral 
source for this population comes from the school system.  No distinct preference was 
found with regard to the art media utilized during the art therapy session.  Art therapists 
from this sample indicate no specific preference for a specific art therapy assessment to 
be utilized with this population.  Further more, it was found that art therapists utilized 
more non-recognized or untested art therapy assessments.  Respondents identified 
utilization of both direct and non-direct instruction with this population.  It was also 
noted that the majority of respondents felt that the artwork of this population changed 
during the art therapy process. 
However, because of the limited sample (N = 64), the results of this study cannot 
be generalized.  Nevertheless, the results of this study do support the need for a base of 
knowledge regarding the use of art therapy with the bullying phenomenon.   Also, since 
the main referral source for this phenomenon comes from the school system, art 
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therapists who provide treatment in the school setting or receive referrals from the school 
system should seek training in recognition of and interventions for the bullying issue. 
This pilot study should be considered a baseline model for further studies.  
Refinement of the instrument is recommended.  If a larger sample size were to be 
attained, results may prove useful for art therapists in regards to the community 
knowledge base regarding this topic. 
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APPENDIX A 
 
VOLUNTEERS NEEDED TO PARTICIPATE IN A RESEARCH STUDY! 
Title of the Study:   Treatment of the bullying phenomenon: A survey of the art therapy 
community 
 
Purpose of the Study: The objective of this study is to identify art therapy treatment 
interventions that have been and/or are currently being used to treat the phenomenon of 
bullying.    
 
Please take a moment to complete this survey that will contribute to the field of Art 
Therapy. Your participation in this survey is greatly appreciated. 
 
Principal Investigator: Nancy Gerber, PhD, ATR-BC, LPC, and 
Co-Investigator: Donald C. Lonnquist, BFA, from the Hahnemann Creative Arts in 
Therapy Program at Drexel University, in Philadelphia, Pennsylvania, USA. 
We invite volunteers to participate in a web-based survey as a part of a research study in 
partial fulfillment of Mr. Lonnquist's master's degree.  
 
Qualifications: To qualify for participation in this study you must meet the following:  
Inclusion Criteria:   
• Art Therapists who are credentialed with the Art Therapy Credentials Board  
• Art therapists who are listed in the American Art Therapy Association Member 
Directory in the category of “professional credentialed” members 
• Art Therapists who have access to the internet 
• Art Therapists who are male or female, ages 25-85 
• Art Therapists who have been practicing or have practiced as an art therapist for 
at least two years 
 
Exclusion Criteria: 
Art Therapy students and/or non masters level art therapists  
 
Estimated Survey Completion Time: 45 minutes  
  
Instructions for Participation and Confidentiality: 
Please determine if you meet the Inclusion Criteria listed above. 
Anonymity and confidentiality of individuals who qualify under the 
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Inclusion Criteria will be protected by responding to a secure website via 
the hyperlink below. 
Please DO NOT respond to this e-mail 
Please note that websites can be violated and, therefore, protection 
of anonymity cannot be fully guaranteed. 
Participation in this study is voluntary.  Volunteers may choose to 
not answer any questions that might cause undue anxiety.  You may end the 
survey at any time if you decide not to participate. 
We would appreciate it if you could complete this survey within the next 4 weeks. 
 
The link to the survey is: 
http://www.zapsurvey.com/Survey.aspx?id=ee20d91e-2cb9-452f-bca1-
4889c3a51ee3 
This research study is being conducted by a member of Drexel 
University. 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.   
1. Treatment of the Bullying Phenomenon: A Survey of the Art Therapy Community   
Welcome to this web-based survey designed by Donald Lonnquist, BFA, Co-Investigator, from the 
Hahnemann Creative Arts in Therapy Program at Drexel University, located in Philadelphia, Pennsylvania, 
USA. This survey is part of a research study in partial fulfillment of Mr. Lonnquist's master's degree. Your 
participation is most appreciated. 
 
This survey will explore if art therapists treat children who are bullies, victims, or bully/victims and their 
experiences treating this phenomenon. The objective of this study is to identify art therapy treatment 
interventions that have been and/or are currently being used to treat the phenomenon of bullying. The 
research questions are: 
A) Are Art Therapists encountering children involved in the bullying phenomenon in the therapeutic milieu 
and 
B) How are they assessing and/or treating these children? 
 
Please proceed to the next page for Survey Instructions, which includes operational definitions, followed by 
the five part survey. The estimated Survey Completion Time is 45minutes. 
 
Thank you for participating in this survey. 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
2. Treatment of the Bullying Phenomenon: A Survey of the Art Therapy Community   
APPENDIX B: Survey Instructions 
 
The research questions for this study are: 
A) Are Art Therapists encountering children involved in the bullying phenomenon in the therapeutic milieu 
and 
B) How are they assessing and/or treating these children? 
In order to assist you in completing this survey, the following operational definitions will be helpful: 
 
Bullying has been defined for the purpose of this study as: 
. . .the repeated intimidation of others by the real or threatened infliction of physical, verbal, written, 
electronically transmitted, or emotional abuse, or through attacks on the property of another. It may include, 
but not be limited to actions such as verbal taunts, name-calling and put downs, including ethnically-based 
or gender-based verbal put downs, and extortion of money or possessions 
 
Bully: Individuals who are repeatedly aggressive, impulsive, hostile, domineering, antisocial and 
uncooperative toward peers 
 
Victims: Individuals who are the targets of bullying. They are passive in their socialization skills 
 
Bully/ Victims: Individuals who bully others but are also bullied by others. 
 
Your time and assistance are greatly appreciated. The survey consists of: 
 
Section I: Demographics- Respondent Background; 
Section II: Art Therapy with children who are only bullies 
Section III: Art Therapy with children who are only victims 
Section IV: Art Therapy with children who both bully and are victimized by bullies 
Section V: Additional Comments 
 
Your feedback is highly valued. Thank you again for your participation. 
 
Sincerely, 
 
Donald Lonnquist, BFA Co-Investigator 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.   
 3. Survey    
Section I 
Demographics 
This section will ask questions in regards to general demographics about descriptive information, 
credentials, experience and geographical region.  
  1. What is your gender? 
Male 
Female 
          
  2. What is your age? 
   
 
  3. How long have you been an art therapist? 
2-5 years 
6-10 years 
11-15 years 
16-20 years 
21 years or more 
          
  4. Did you graduate from an accredited program? 
Yes 
No 
          
  5. What credentials have you attained? Select all that apply 
M.A. 
A.T.R. 
A.T.R.-B.C. 
L.P.C. 
Psy.D. / Ph.D 
Other 
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  6. If other please explain: 
   
   
7. Are you currently a practicing art therapist? 
Yes 
No 
   
8. If no, please explain why: 
   
 
  
 
 174
APPENDIX B 
 
9. In what types of settings and for what length of time have you worked with children 
aged 5-18 years as an art therapist during your career? Please choose all that apply and 
indicate the time spent in each setting. 
  0-4 years 5-9 years 10-14 years 15-19 years 20 years or more 
 
School 
setting    
 
Medical 
setting     
 
Mental 
Health 
setting     
Adjudicated 
setting    
 
Private 
setting    
 
Other    
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10. In which US regions have you utilized art therapy with children between the ages of 5-
18 years and for how long during your career? Please choose all that apply and select the 
time spent practicing art therapy in each geographic region. 
  0-5 6-10 11-15 16-20 21 years or more 
 
Northeast   
 
South    
 
Midwestern   
 
Southwest   
 
Northwest   
 
Outside 
the 
Continental 
US  
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
4. Survey    
Section II 
Art Therapy with children who are only Bullies 
This section will ask questions in regards to: 
General Information about the use of Art Therapy with children who are Bullies, 
Art Therapy Assessments utilized 
Art Therapy Treatment Approaches and 
Outcomes 
 
Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
5. Survey    
 
Section II 
Art Therapy with children who are only Bullies 
General Information- Questions will review topics of : 
Context of treatment 
Location 
Referral source 
Prior diagnosis 
Presenting behaviors of the child/children   
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11. Do you currently or in your past experiences used art therapy with a child/children 
aged 5-18 who only bullied others? 
Yes 
No (If No, please advance to question 35)
          
12. In what context did you utilize art therapy with these children? Please choose all that 
would apply. 
Intake 
Assessment 
Individual Therapy 
Group Therapy 
Family Therapy 
Other 
          
13. If other please explain 
   
 
14. Where did you perform this type of treatment with these children? Please choose all 
that apply. 
School setting 
Medical setting 
Mental Health setting 
Adjudicated setting 
Private setting 
Other 
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15. If other, please explain 
   
 
16. Who was the referral source for this child? Choose all the apply. 
School Staff 
Family 
Children and Youth Services 
Medical Staff 
Mental Health Service 
Managed Care/ Health Insurance
Judicial Representative 
Self 
Other 
          
17. If other, please explain 
   
 
18. Prior to the utilization of art therapy by you, was there a pre-existing Axis I diagnosis 
with this child? 
Yes 
No 
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19. If so, what was it? Please use the full DSM-IV-TR diagnosis title. 
   
 
20. Were any of the following behaviors present when the child/children were first referred 
to you? Please choose all that apply. 
The repeated intimidation of others by the real or threatened infliction of physical harm 
The repeated intimidation of others by verbal taunts 
The repeated intimidation of others by electronic device (i.e. email, web page postings, text messaging, 
etc...) 
The repeated intimidation of others by destruction of property 
The repeated intimidation of others by exclusion from peer groups in an attempt to emotionally hurt the 
peer 
Have others perform one of these behaviors towards a peer 
Oppositional/defiant towards people in authority 
Other 
          
21. If other, please explain 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
6. Survey    
 
Section II 
Art Therapy with children who are only Bullies 
Art Therapy Assessments Utilized- Questions will review topics of : 
Types of Art Therapy Assessments utilized 
Results 
Use of Art Therapy Assessment information  
22. What art therapy assessments have you used with this population? Please briefly 
describe the procedure and the media used. 
   
 
23. Briefly describe the results of the assessment. 
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 24. Briefly describe how these results were reported, conveyed, used to help the 
child/children? 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
7. Survey    
 
Section II 
Art Therapy with children who are only Bullies 
Art Therapy Treatment Approaches- Questions will review topics of : 
Media Choices 
Directive vs. Non-Directive 
Art Therapy Interventions 
Therapeutic Relationship  
 
25. What types of art media were used by this population? Please choose all that apply. 
Pencils 
Colored pencils 
Markers (thin) 
Markers (thick) 
Paint (water color) 
Paint (acrylic/oil) 
Crayons 
Cra Pas 
Pastels/chalks 
Collage 
Clay 
Other 
          
26. If other, please explain. 
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27. When utilizing art therapy with this population, what type of instructions were used? 
Directive 
Non-Directive 
Both 
          
  28. If Directive instructions were used, please give examples briefly. 
   
 
29. What types of Art Therapy Interventions have you utilized with this population (i.e. 
guided metaphor, group murals, etc...)? Briefly explain. 
   
 
30. Please describe the therapeutic relationship between you and this population. 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
8. Survey    
 
Section II 
Art Therapy with children who are only Bullies 
Art Therapy Treatment Outcomes- Questions will review topics of : 
Graphic Themes 
Verbal Themes 
Noted changes in the artwork, behavior, etc...  
 
31. During the duration of the Art Therapy treatment, did themes appear in the art work of 
this population? If so, briefly describe them. 
   
 
32. Were there changes in the artwork produced by this population during the treatment 
with art therapy? 
Yes 
No 
          
33. Please briefly explain what these changes, if any, were. 
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34. What associations were made to the artwork regarding bully type behavior? Please 
describe these associations. 
   
 
35. Would you agree that art therapy is a viable form of treatment with this poulation 
(bullies) 
Strongly agree 
Agree 
Neutral 
Disagree 
Strongly disagree 
          
36. Please explain your answer. 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
9. Survey   
 
 Section III 
Art Therapy with children who are only Victims 
This section will ask questions in regards to: 
General Information about the use of Art Therapy with children who are Victims, 
Art Therapy Assessments utilized 
Art Therapy Treatment Approaches and 
Outcomes 
 
Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
10. Survey    
 
Section III 
Art Therapy with children who are only Victims 
General Information- Questions will review topics of : 
Context of treatment 
Location 
Referral source 
Prior diagnosis 
Presenting behaviors of the child/children  
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37. Do you currently or in your past experiences used art therapy with a child/children 
aged 5-18 who was/is only victimized by a bully/bullies? 
Yes 
No (If No, please advance to question 61)
          
38. In what context did you utilize art therapy with these children? Please choose all that 
would apply. 
Intake 
Assessment 
Individual Therapy 
Group Therapy 
Family Therapy 
Other 
          
39. If other please explain 
   
 
40. Where did you perform this type of treatment with these children? Please choose all 
that apply. 
School setting 
Medical setting 
Mental Health setting 
Adjudicated setting 
Private setting 
Other 
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41. If other, please explain 
   
 
42. Who was the referral source for this child? Choose all the apply. 
School Staff 
Family 
Children and Youth Services 
Medical Staff 
Mental Health Service 
Managed Care/ Health Insurance
Judicial Representative 
Self 
Other 
          
43. If other, please explain 
   
 
44. Prior to the utilization of art therapy by you, was there a pre-existing Axis I diagnosis 
with this child? 
Yes 
No 
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45. If so, what was it? Please use the full DSM-IV-TR diagnosis title. 
   
 
46. Were any of the following behaviors present when the child/children were first referred 
to you? Please choose all that apply. 
Repeatedly intimidated by others through the real or threatened infliction of physical harm 
Repeatedly intimidated by others through verbal taunts 
Repeatedly intimidated by others through electronic device (i.e. email, web page postings, text 
messaging, etc...) 
Repeatedly intimidated by others through the destruction by others of their property 
Repeatedly intimidated by others through exclusion from peer groups 
Involved in altercations in which they are fairly defenseless and from which they try to withdraw 
No explanation for bruises, cuts or other injuries 
Over attachment to Adults in peer environments (i.e. playgrounds, recess, parks, etc...) 
Other 
          
47. If other, please explain 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
11. Survey    
 
Section III 
Art Therapy with children who are only Victims 
Art Therapy Assessments Utilized- Questions will review topics of : 
Types of Art Therapy Assessments utilized 
Results 
Use of Art Therapy Assessment information  
 
48. What art therapy assessments have you used with this population? Please briefly 
describe the procedure and the media used. 
   
 
49. Briefly describe the results of the assessment. 
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50. Briefly describe how these results were reported, conveyed, used to help the 
child/children? 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
12. Survey    
 
Section III 
Art Therapy with children who are only Victims 
Art Therapy Treatment Approaches- Questions will review topics of : 
Media Choices 
Directive vs. Non-Directive 
Art Therapy Interventions 
Therapeutic Relationship  
51. What types of art media were used by this population? Please choose all that apply. 
Pencils 
Colored pencils 
Markers (thin) 
Markers (thick) 
Paint (water color) 
Paint (acrylic/oil) 
Crayons 
Cra Pas 
Pastels/chalks 
Collage 
Clay 
Other 
          
52. If other, please explain. 
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53. When utilizing art therapy with this population, what type of instructions were used? 
 
Directive 
Non-Directive 
Both 
          
54. If Directive instructions were used, please give examples briefly. 
   
 
55. What types of Art Therapy Interventions have you utilized with this population (i.e. 
guided metaphor, group murals, etc...)? Briefly explain. 
   
 
56. Please describe the therapeutic relationship between you and this population. 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
13. Survey    
 
Section III 
Art Therapy with children who are only Victims 
Art Therapy Treatment Outcomes- Questions will review topics of : 
Graphic Themes 
Verbal Themes 
Noted changes in the artwork, behavior, etc...  
 
57. During the duration of the Art Therapy treatment, did themes appear in the art work of 
this population? If so, briefly describe them. 
   
 
58. Were there changes in the artwork produced by this population during the treatment 
with art therapy? 
Yes 
No 
          
59. Please briefly explain what these changes, if any, were. 
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60. What associations were made to the artwork regarding bully type behavior? Please 
describe these associations. 
   
 
61. Would you agree that art therapy is a viable form of treatment with this poulation 
(victims) 
Strongly agree 
Agree 
Neutral 
Disagree 
Strongly disagree 
          
62. Please explain your answer. 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
14. Survey    
 
Section IV 
Art Therapy with children who Bully and are Victimized by Bullies 
This section will ask questions in regards to: 
General Information about the use of Art Therapy with children who are both bullies and victimized by 
bullies, 
Art Therapy Assessments utilized 
Art Therapy Treatment Approaches and 
Outcomes 
 
Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
15. Survey    
 
Section IV 
Art Therapy with children who Bully and are Victimized by Bullies 
General Information- Questions will review topics of : 
Context of treatment 
Location 
Referral source 
Prior diagnosis 
Presenting behaviors of the child/children  
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63. Do you currently or in your past experiences used art therapy with a child/children 
aged 5-18 who both bullied others and was victimized by a bully/bullies? 
Yes 
No (If No, please advance to question 87)
          
64. In what context did you utilize art therapy with these children? Please choose all that 
would apply. 
Intake 
Assessment 
Individual Therapy 
Group Therapy 
FamilyTherapy 
Other 
          
65. If other please explain 
   
 
66. Where did you perform this type of treatment with these children? Please choose all 
that apply. 
School setting 
Medical setting 
Mental Health setting 
Adjudicated setting 
Private setting 
Other 
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67. If other, please explain 
   
 
68. Who was the referral source for this child? Choose all the apply. 
School Staff 
Family 
Children and Youth Services 
Medical Staff 
Mental Health Service 
Managed Care/ Health Insurance
Judicial Representative 
Self 
Other 
          
69. If other, please explain 
   
 
70. Prior to the utilization of art therapy by you, was there a pre-existing Axis I diagnosis 
with this child? 
Yes 
No 
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71. If so, what was it? Please use the full DSM-IV-TR diagnosis title. 
   
 
72. Were any of the following behaviors present when the child/children were first referred 
to you? Please choose all that apply. 
Have both qualities of a bully and a victim, experiencing problems in multiple areas of functioning
Disliked by most peers, not socially accepted by almost anyone 
Become involved in physical altercations and prolong these altercations even when losing 
More reactive than proactive in victimization of peers 
Object of negative attention by adults in places of authority 
Other 
          
73. If other, please explain 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
16. Survey    
 
Section IV 
Art Therapy with children who Bully and are Victimized by Bullies 
Art Therapy Assessments Utilized- Questions will review topics of : 
Types of Art Therapy Assessments utilized 
Results 
Use of Art Therapy Assessment information  
 
74. What art therapy assessments have you used with this population? Please briefly 
describe the procedure and the media used. 
   
 
75. Briefly describe the results of the assessment. 
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76. Briefly describe how these results were reported, conveyed, used to help the 
child/children? 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
17. Survey    
 
Section IV 
Art Therapy with children who Bully and are Victimized by Bullies 
Art Therapy Treatment Approaches- Questions will review topics of : 
Media Choices 
Directive vs. Non-Directive 
Art Therapy Interventions 
Therapeutic Relationship  
 
77. What types of art media were used by this population? Please choose all that apply. 
Pencils 
Colored pencils 
Markers (thin) 
Markers (thick) 
Paint (water color) 
Paint (acrylic/oil) 
Crayons 
Cra Pas 
Pastels/chalks 
Collage 
Clay 
Other 
          
78. If other, please explain. 
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79. When utilizing art therapy with this population, what type of instructions were used? 
Directive 
Non-Directive 
Both 
          
80. If Directive instructions were used, please give examples briefly. 
   
 
81. What types of Art Therapy Interventions have you utilized with this population (i.e. 
guided metaphor, group murals, etc...)? Briefly explain. 
   
 
82. Please describe the therapeutic relationship between you and this population. 
 
 
 
 204
APPENDIX B 
 
Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
18. Survey    
 
Section IV 
Art Therapy with children who Bully and are Victimized by Bullies 
Art Therapy Treatment Outcomes- Questions will review topics of : 
Graphic Themes 
Verbal Themes 
Noted changes in the artwork, behavior, etc...  
 
83. During the duration of the Art Therapy treatment, did themes appear in the art work of 
this population? If so, briefly describe them. 
   
 
84. Were there changes in the artwork produced by this population during the treatment 
with art therapy? 
Yes 
No 
          
85. Please briefly explain what these changes, if any, were. 
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86. What associations were made to the artwork regarding bully type behavior? Please 
describe these associations. 
   
87. Would you agree that art therapy is a viable form of treatment with this poulation 
(bully/victims) 
Strongly agree 
Agree 
Neutral 
Disagree 
Strongly disagree 
          
88. Please explain your answer. 
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Treatment of the Bullying Phenomenon: A survey of the Art Therapy Community 
Answers marked with a * are required.    
19. Survey   
 
 Section V 
Additional Comments 
This section is provided for the all respondents to make comments in regards to the survey or the topic 
subject in general.  
 
89. Any additional comments regarding the survey or the subject matter 
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REMINDER E-MAIL 
VOLUNTEERS NEEDED TO PARTICIPATE IN A RESEARCH STUDY! 
Title of the Study:   Treatment of the bullying phenomenon: A survey of the art therapy 
community 
 
Purpose of the Study: The objective of this study is to identify art therapy treatment 
interventions that have been and/or are currently being used to treat the phenomenon of 
bullying.    
 
Please take a moment to complete this survey which will contribute to the field of Art 
Therapy. Your participation in this survey is greatly appreciated. 
 
Principal Investigator: Nancy Gerber, PhD, ATR-BC, LPC, and 
Co-Investigator: Donald C. Lonnquist, BFA, from the Hahnemann Creative Arts in 
Therapy Program at Drexel University, in Philadelphia, Pennsylvania, USA. 
We invite volunteers to participate in a web-based survey as a part of a research study in 
partial fulfillment of Mr. Lonnquist's master's degree.   
 
Qualifications: To qualify for participation in this study you must meet the following: 
Inclusion Criteria:   
• Art Therapists who are credentialed with the Art Therapy Credentials Board  
• Art therapists who are listed in the American Art Therapy Association Member 
Directory in the category of “professional credentialed” members 
• Art Therapists who have access to the internet 
• Art Therapists who are male or female, ages 25-85 
• Art Therapists who have been practicing or have practiced as an art therapist for 
at least two years 
 
Exclusion Criteria: 
• Art Therapy students and/or non masters level art therapists  
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Estimated Survey Completion Time: 45 minutes  
 
Instructions for Participation and Confidentiality: 
Please determine if you meet the Inclusion Criteria listed above. 
Anonymity and confidentiality of individuals who qualify under the 
Inclusion Criteria will be protected by responding to a secure website via 
the hyperlink below. 
Please DO NOT respond to this e-mail 
Please note that websites can be violated and, therefore, protection 
of anonymity cannot be fully guaranteed. 
Participation in this study is voluntary.  Volunteers may choose to 
not answer any questions that might cause undue anxiety.  You may end the 
survey at any time if you decide not to participate. 
We would appreciate it if you could complete this survey within the next 2 weeks. 
. 
 
The link to the survey is: 
http://www.zapsurvey.com/Survey.aspx?id=ee20d91e-2cb9-452f-bca1-
4889c3a51ee3 
This research study is being conducted by a member of Drexel 
University 
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Matrix of Responses to Qualitative Questions in Survey 
 
Briefly describe the results of the art therapy assessment utilized with this population. 
 
Responses to Bully Section 
 
• The themes of super heroes often showed up: X-men (women), the hulk, ninja turtles, also television Wrestlers.  
• Students became better able to engage in side-by-side play with peers.  
• there have many over all identification with the aggressors some kind of trauma or chaotic environment poor social skills role modeling  
• recognizing systems issues that affect child  
• In general, I use their drawings to see where they are developmentally and see what kind of issues that might be presented in the 
projective aspect of the assessments.  
• I look for stressors, organicity and have the child tell me what it means to them.  
• Generally prior to art therapy sessions the children and adolescents displayed low self esteem, low frustration tolerance, moderate to low 
ability to problem solve and adapt developmentally and cognitively with in their appropriate age group, struggles when fitting into a 
group/family/community, moderate to poor impulse control, and increase anger towards peer and teacher or any one who discouraged 
them.  
• Many of the children had scores indicating depression Many children scored below cognitive, emotion and or social development level(s)  
• In the hospital setting in which I work I don't have the opportunity to do ATX assessments. In the past in a school mental health setting I 
occasionally used assessments. Typically, results reflect guardedness and disaffection from family members.  
• I do recall, in general, that the image indicated some delay in pictorial development- figures drawn appeared to be by a youth of 3-5, 
rather than 11-13. Lack of detail was also pronounced, and poor problem-solving skills were evident in the image.  
• Developmentally assess visual acuity and understanding of images, relationships and what is being expressed.  
• Assessed for support, information, and to help with diagnosis  
• Results indicate possible depression and/or aggression to be aware of based on emotional content and self image scores. Many times, 
bullies relate or identify with "Solitary subjects portrayed as sad, helpless, isolated, suicidal, dead or in mortal danger or Relationships 
that are destructive, murderous or life threatening." Their stories show "Solitary subjects portrayed as sad, helpless, isolated, suicidal,  
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
Briefly describe the results of the art therapy assessment utilized with this population. 
 
Responses to Bully Section (cont.) 
 dead or in mortal danger or Relationships that are destructive, murderous or life threatening" (according to scoring sheets of SDT). This is    
 a classic score of 1 for emotional content and 5 for self image. This is considered a "Red flag" score.  
• Observation of process and product of the patient and family working together. Usually a drawing of the family or a family memory.  
• 1st drawing in series had some form of vengeance story to it. If figures were depicted, hands were disproportionately large and typically 
inclusion of feet was inconsistent. 2nd drawing (tree) had blunted limbs and lack of root system, often with some appearance of 
disconnect between the trunk and ground line (if there was one). 3rd drawing (re: feeling) was often incongruent between the 
verbalization and the aesthetic affect of the image indicating a disconnect  
• They begin to get in touch with their own victimization from others and it is allowed to be safe.  
• Disclosed aggressive tendencies based on feeling angry, intentional changing of others images during pass the picture mandalas, fire often 
seen in picture cards representing rage  
• Frequent history of trauma  
• Usually indications of anger, feeling alone and angry at others, war stories of gang affiliation, fights and hurting others revealed, 
sometime/usually domestic violence and fights in the family adults are present as well  
• It was some time back but I remember a large shark aggressively pursuing a small fish in a drawing, it also had a forward/ pointing spear-
like large fin-the boy enjoyed explaining how it was going to chomp up the fish 
 
Responses to Victim Section 
 
• Restricted use of color and space, impaired or limited verbal associations, absent self in family picture, repressed anger in the dot to dot or 
inability to synthesize an image, refusal to draw the "worst thing" with significant anxiety reaction.  
• Indicators of depression include scores of 1 or 2 on emotional content and self image scores. 1 Strongly negative theme: for example: 
Solitary subjects portrayed as sad, helpless, isolated, suicidal, dead or in mortal danger or Relationships that are destructive, murderous or 
life threatening 2 Moderately negative theme: for example: Solitary subjects portrayed as frightened, angry frustrated dissatisfied, worried, 
destructive or unfortunate. Relationships that are stressful, hostile or unpleasant. 1 Morbid fantasy: respondent seems to identify with a  
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
Briefly describe the results of the art therapy assessment utilized with this population. 
 
Responses to Victim Section (cont.) 
 
subject portrayed as sad, helpless, isolated, suicidal, dead, or in mortal danger 2 Unpleasant fantasy: respondent seems to identify with a  
subject portrayed as frightened, frustrated, or unfortunate (see SDT for more clearer explanation) 
• Initial assessments as well as informal assessments done throughout therapy indicated a child who felt powerless to change things, one 
who had little to no coping skills, a child who may dissociate, a child who had no one to support her or to go to when in danger, a child 
with little or no sense of self/ poor self esteem  
• PPAT - Good information about subjective and objective sense of self, level of functioning, relationship to others (at times) and 
relationship to goals and needs. 6 Drawing assessment - Good information about relationships with self opposite self as well as family 
dynamics and level of functioning.  
• Family dynamics, affect, verbal sharing tools.  
• Trauma symptoms noted, depression noted  
• Some victims seems overly isolated from friends, maybe more prone to fantasy life and make believe younger than their chronological 
age, sometimes abuse issues with caregivers or in their family history or current abuse concerns  
• A large picture colored all blue and black stating being teased and feeling sad about it 
 
Responses to Bully/Victim Section   
 
• Mixture of restricted use of materials and grandiose imagery.  
• The results of the assessments would assist in providing information for families to seek mental health treatment and interventions. School 
staff utilized assessment when appropriate for education/special education needs.  
• Floating figure, some indicators of mania  
• Mixes in this pop of both the predator and victim, maybe more ambivalence shown in images but also behavioral components of 
ambivalence were strong 
• for emotional content and self image scores, a score of 1 or 2 for both - (see previous box for victims)  
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
 
 
Briefly describe how the results to the Art Therapy Assessment were reported, conveyed, used to help the child/children? 
 
Responses to Bully Section 
 
• We just worked in therapy with the themes developing stories and focusing on empowerment and problem solving.   
• Reported to classroom teacher only. 
• Become part of the medical record for others on the treatment team to us to help develop and implement treatment goals  
• Used drawings to encourage children to show me what is going on in their family and in their life.  
• I chart my findings on the tickets that go in the individual charts, staff with peers, supervisor and Psychiatrists; share in school staff 
meetings or on the phone with DJJ and DSS workers.  
• The clients used art materials, paper, markers, and colored pencils and discussed their art work once they were finished. The assessments 
were then used to help the art therapist meet the individuals need and put them in the appropriate group. It also aided in further 
assessments and/or referral needed for medication management.  
• Results were reported to school staff and family members drawing were used with students in initial treatment sessions  
• I would share what I could with the family, from what I observed during the assessment and what the drawings reflected , as well as the 
family's own observations, to help them to provide them with some insights, better containment and appropriate discipline, rather than 
verbal or physical abuse or neglect. 
• This information was conveyed in a written report, and verbally to the team. I believe that discussion helped the workers understand the 
roots of the bullying behavior, and assisted them in responding in a more supportive, less punitive manner. I added some developmentally 
based treatment goals to the treatment plan based on the assessment.  
• Use of imagery to prompt discussion and insight into behaviors. Use of imagery to extend or create solutions to concerns around behaviors 
and the emotional component behind these behaviors.  
• Written reports and used for intervention guide and collaboration with multi-disciplinary teams  
 
 
212 
  
APPENDIX D 
 
Matrix of Responses to Qualitative Questions in Survey (cont.) 
Briefly describe how the results to the Art Therapy Assessment were reported, conveyed, used to help the child/children? 
 
 
Responses to Bully Section (cont.) 
• The knowledge gained from this assessment can help the art therapist to better target these children for feeling empowered enough to 
create relationships where they can overtake others with negative consequences.  These results can be discussed with other staff members 
so all can be aware of these tendencies.  
• Communication with treatment team, verbally and through patient progress notes. Observations shared with parents/caregivers through 
Family Therapy.  
• Simply conveyed to treatment team to support or guide in treatment  
• As they created the art and put it into words they did not appear to have the need to intimidate after sharing.  
• Reflection, images for them to use as reminders and to facilitate empathy, alternatives to aggressive acts.  
• Treatment team was advised, patients were referred to treatment groups  
• some normalizing of violent situations growing up effect a young person's sense of right and wrong when it comes to their own physical 
violence reality testing with the youth about choices, well being and the welfare of others recovery support and looking at root reasons to 
use, fight and self medicate their anger  
• We processed life in the ocean how one had to eat to survive also as human beings we had to, etc but at the same time there had to be 
coexistence and their didn't have to be gluttony/ cruelty- As how would he like to be swimming in the ocean and have a big shark swim up 
to him...would he feel helpless...etc......we continued to draw more pictures of sea life getting along swimming together in harmony...did a 
mural 
 
Responses to Victim Section  
• Written reports, and verbal report to the treatment team  
• Coaching for better coping skills, increase personal sense of power, working with school to contain the bullying behavior, working with 
parents to access other support services. 
• Shared with staff to all treat the student the same (consistent) and also hold appropriate boundaries with student. Keep eye on student if 
needed. Empower student, increase self esteem as group  
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
Briefly describe how the results to the Art Therapy Assessment were reported, conveyed, used to help the child/children? 
 
Responses to Victim Section (cont.)  
 
• Results were discussed in a team meeting with DHS and agency personnel. Results were also discussed with foster parent and child during 
initial placement, and monthly family sessions. Foster parent discussed behavior at home and behavior of the other foster children in the 
home. Suggestions were made as to how to help child build strengths. I gave a foster parent training with parents and children present 
about bullies and victims as a result of the meeting with DHS and agency personnel. Family sessions began to focus around creating a 
strong family unit  
• They were used to assist me make and assessment of level of functioning, strengths, and to guide therapeutic work in future sessions as 
well as determine extent of family involvement in case.  
• The visual image gives physical evidence of the trauma. This allows the child to get it out, without telling, and then tell in a safe non- 
judgmental way.  
• Treatment team advised  
• Discussions about age appropriate friends, how to make friends, how to support and be yourself, how to use your voice more, how to ask 
for support from parents or teachers  
• Processing feeling how if felt and using art and other forms of expression to get feeling out ion appropriate way an build skills and 
confidence in self 
 
Responses to Bully/Victim Section  
• Mild confrontation and encouragement to identify with their own "victim" experience.  
• I would present child/family to both the team at the agency and the team at the school to best develop treatment for child/family.  
• Shared with staff and worked as team to help each individual child.  
• Advised the treatment team  
• discussions of power and control, asking for what they really want, clarity in interventions and asking for clarity from them, discussions of 
substance use and underlying reasons for it 
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
 
If directive instructions were utilized during art therapy treatment, please give examples briefly. 
 
Responses to Bully Section 
 
• Create an island, a city build a friend  
• Make a house using folded paper. Show the "outside" and the "inside". Think about what you want the world to see and what you want 
safe inside. Also I used the directive previously mentioned in which children were given blank figure cutouts in various poses and asked to 
use them to make a picture. using the sculpture materials children were sometimes encouraged to "create a place you'd like to be"  
• Basic simple instructions.  
• After incidents, youth was asked to image the steps that triggered the bullying. Serial picture working back-ward (starting with the final 
frame, and completing each before moving to the one before). Also, developing of alternative coping strategies- scribble, ripping then 
collaging with the ripped paper, pounding clay, recycling clay by pounding it, then mixing with water and wedging. Group work was used 
as well to assist the youth in practice of getting along skills. Muraling, round-robin, dyad drawings, mask making, etc.  
• Often directives were guidelines on what the imagery would evoke or bring up around a bullying event. Cartooning or sequence drawings 
to tell a story are used as an example. 
• Assessments and based on the need of the child  
• Topic with example (brief)  
• Draw your anger, draw how you felt before during and after an act of aggression, draw how you felt as a victim,  
• How does a teenager increase safety and reduce danger in the community, at the hospital, at home? First there is discussion of the 
question, then drawing on the topic, then sharing.  
• Draw a rescue draw a scene where you were out of control  
• General themes like murals... sea life, or maybe... follow up instructions based on previous art the clients did to pursue an issue, etc 
 
Responses to Victim Section 
 
• Create a personal flag, draw a safe place, various container tasks, and free choice.  
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
If directive instructions were utilized during art therapy treatment, please give examples briefly. 
 
 
Responses to Victim Section (cont.) 
 
• Don't remember them all right now but here's a few. Create a safe place; draw a safe place; draw your favorite superhero; if you were a 
superhero what would you look like; Created safety plans for various places in school, on bus, at foster home, at DHS during visits, we 
also used to work in the sand tray which was very soothing to this child and worked well with family as well; Make a bridge going from 
one place to another: created 3-D bridges during times of transition; used children's books on bullies and created personal book based on 
rhyming of published books but using child's and families words and illustrations (some of these are Art Therapy interventions and not the 
directive but directives were given prior to.....) Family drawings: each family member drew what they perceived to have happened and 
family members shared thoughts and feelings and discussed differences in all the drawings  
• Bird's nest, school drawing, self-portrait. 
• Mandalas, draw yourself in a group, what do you do when life hands you something you did not ask for (working with someone else's 
line). 6 scribble drawings and rip one out to be the shape of their body and attach it to another drawing  
• Topic and brief example.  
• draw a rescue draw yourself verbalizing something hard draw yourself as your favorite super hero draw yourself asking for help from an 
adult or a peer  
• building on issues, previous art, 
 
 
Responses to Bully/Victim Section  
 
• Mandala, bridge drawing, worst thing that could happen, torn paper collage  
• If/when the children began treatment with our agency treatment goals and objectives were addressed through art therapy 1:1 and in groups 
setting.  
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
 
What types of Art Therapy Interventions have you utilized with this population (i.e. guided metaphor, group murals, etc...)? Briefly 
explain. 
 
Responses to Bully Section 
 
• I had kids create their own "houses as described above or in sculptural form using small boxes or milk cartons and then incorporate them 
into a group mural ( or sculptural) Neighborhood; asking them 'What do you want in your neighborhood? Schools? playgrounds? 
libraries? police? etc...  
• Group mural, group wishing/dreaming circle, making a community  
• Group murals, projects using found objects  
• Any directive where they as a group have to share space but are not allowed to bully or overwhelm the group: build a city, a garden, a 
super-hero as a reflection of self  
• group drawings, interactive drawings , puppetry, self portraits ( traditional drawings as well as collage and 3-D art work)  
• Emotion murals, self image collages, dream imagery and making a wish drawings or paintings. Series of images related to processing 
emotions and experiences collected in a book with poetry and or stories written about them.  
• Individual: sessions focused on anger management, appropriate expression of feelings, talking about feelings, respect for others, 
promoting a positive experience with a positive outcome. With these themes projects included feeling wheel, creating /exploding an angry 
volcano, creating houses, mask making...  
• Did a "doodle" mural where a patient who was typically a victim drew the large doodle and then invited the other group members to fill in 
the doodle, including the patient who was typically a bully.  
• Very much so metaphor. Allowing them to relate to something abstractly, is very beneficial.  
• Pass the picture, individual work followed by group discussion.  
• Individual art-making based on directive.  
• Clay for increased sensory and practice being gentle  
• yes group murals, guided imagery, storytelling 
• Non-directive Family art task. 
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
What types of Art Therapy Interventions have you utilized with this population (i.e. guided metaphor, group murals, etc...)? Briefly 
explain. 
 
Responses to Victim Section  
 
• Individual and family sessions  
• Family mural: Bullies not allowed, Family used graffiti to create mural and hung the mural on the wall outside the child's room. The foster 
mother suggested making a smaller version for the child's classroom teacher. Child agreed. Teacher hung the mural outside the classroom. 
Child created various masks during sessions without directives, using mask making materials in office. Masks were kept in office and 
child would create stories using mask Some guided imagery was used with relaxation techniques and art making after the guided imagery 
Grounding techniques were taught; what do you see, hear, feel, Take a deep breath; Stop, look, think, act etc  
• Guided imagery, journal writing with images 
• Metaphor, body discovery, murals, guided imagery,  
• Self work and self portraits psycho-educational material for parents and the clients strengths based therapy and elaborated projects that are 
client driven  
• Themed murals, storytelling, guided imagery then drawing from it 
 
Responses to Bully/Victim Section  
 
• Individual and family  
• Free choice and follow the youth's direction as to what will come next.  
• In the group setting, I found murals to be a valuable tool for these clients.  
• creating angry volcano, feeling wheel, self box, mask making, cards for others, wood craft kits  
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
 
 
Please describe the therapeutic relationship between you and this population. 
 
Responses to Bully Section 
 
• Guarded  
• Generally, I have had a positive relationship with these kids. Initially, they don't appreciate my limit-setting with them. However, once 
that parameter has been set, the therapeutic relationship tends to be a very good one. The stern (with a lot of humor as well) but nurturing 
mother who brings (nurtures) art materials. It is rare when I can't "reach a child with art therapy, even "bullies."  
• Depends on the child and it is quite variable. Usually it's good, sometimes we don't connect.  
• I worked in several different therapeutic schools always as an art therapist though children often referred to me as their "art teacher". I 
worked mostly with groups but also had individual sessions with some children. A few of the children I worked with for several years and 
was their primary therapist.  
• Accepting.  
• Provided adjunctive therapy focused on axis 1 diagnosis and school related issues  
• My relationships are with one youth at a time...I'm not sure what you want in terms of a relationship with a whole group of individuals. I 
enjoy the challenge implicit in working with disturbed children and adolescents.  
• My therapeutic relationship with this particular group of youth is experimental, quiet and patient. I regard my part in their therapy as a part 
of finding their own solution to their troubling behavior, when or if they are ready at the time I am working with them.  
• Develop relationship over time and through the art  
• Therapist-student relationship. Respectful on both parts with clear boundaries and rules. "open feeling" policy which allows for students to 
talk about Whatever is bothering them but always required to be respectful of self, others and materials. Requiring them to "Take 
responsibility" for actions always.  
• In the course of brief family therapy in in-patient psychiatric setting.  
• In the begin they all state NO FEAR. Relationship begins with trust and the fear is recognized and worked with.  
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
Please describe the therapeutic relationship between you and this population. (cont.) 
 
Responses to Bully Section (cont.) 
• Varies, often new patients at the hospital so no relationship has been formed prior to sessions. at the shelter strong loving and caregiver 
role and supporter  
• They learn to trust that I will help them restrain their impulses.  
• Okay, sometimes the anger and lack of empathy can be draining and difficult to "align" to in working with them. I can be quick in a 
moment of anger between two teens and have broken up many a fight between a bully and their "victims" or cohorts too  
• I am an existential humanistic therapist at my core 
 
Responses to Victim Section  
 
• Good - hopeful  
• Caring, listening, empathetic, empowering, encourage growth in self esteem,  
• For the most part, the child/family chose activity of the day, chose the media, I as the therapist provided the support when needed, 
reframed things when they needed to be reframed, gave encouragement, supported strengths and gave directives as needed for positive 
growth  
• As above, but more in the context of strengthening the self-esteem and independence of the child.  
• Positive, fairly easy to establish  
• Although bullying has been as issue at times, addressing it was never our treatment goal. As we addressed grief and negative entitlement, 
it was our experience that bullying or victimization may have diminished.  
• One of reflective listening, compassionate support, encouraging, insight oriented...  
• The wall, the mask and then hopefully they come down and off.  
• they learned to trust that I would keep them safe by confronting bullying behavior in others  
• Good, a lot of children have come for support with this, particularly children that are already "different" somehow and become easy 
targets in their schools and to bullies  
• I am a humanistic existential therapist 
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
Please describe the therapeutic relationship between you and this population. (cont.) 
 
 
Responses to Bully/Victim Section  
 
• Tentative, initially guarded developing slowly into a strong therapeutic alliance.  
• Open and experimental with the work that is being created.  
• At first, I was the intake/assessment professional - after treatment was begun, I may have been the therapist or the behavior specialist, 
depending on the case.  
• Caring, empathetic, encouraging, with appropriate boundaries.  
• They saw me as a resource  
• Okay again, this is the more rare of the population and they both seems to need more self control, more empathy for others and greater 
awareness of what drives them 
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
 
During the duration of the Art Therapy treatment, did themes appear in the art work of this population? If so, briefly describe them. 
 
Responses to Bully Section 
 
• Yes as noted previously, themes involving super heroes, television wrestling stars and such, especially with the boys. The few girls I 
worked with also used the female super hero X-men. I also had a few students who repeatedly focused on artwork about police officers.  
• Themes of violent nature: tanks, guns, etc.  
• Victimizing/abuse from others to bully  
• Feeling like victims or grandiose themes of overcoming adversaries  
• Anxiety, aggression, need for nurturing  
• Violence, war  
• HTKP and Kinetic Family Drawing and Draw a Person  
• Unwilling to take creative risks. Violence in imagery and in movements/action while working. Difficulty initiating and completing 
projects. Little expressed satisfaction in product.  
• Low self esteem, history of being maltreated at the hands of others. A persistent sense of continually being treated as 'less than' by others. 
A sense as well of doing what others expected. Many instances of 'I can't do that.' or 'I'm not good enough'.  
• Expressions or recollections of how parents treated the youth surface. Significant traumatic events such as a death of a family member, 
parents getting divorce or a difficult parental/sibling relationship. Often times if there is abuse going on in the home, issues arise in the 
family drawings or stories about their families.  
• Aggression and sadness. Need for support  
• Red, black. Regression into layers on layers. Inability to not regress.  
• Combat, protection/rescuing, becoming hopelessly lost  
• Most certainly all had trauma in their past.  
• Others have hurt them, they become the person who hurts others depression and runaway behaviors as a result of being a victim of 
bullying  
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
During the duration of the Art Therapy treatment, did themes appear in the art work of this population? If so, briefly describe them. 
 
Responses to Bully Section (cont.) 
• Yes, it became clear that they became emotionally deadened by ongoing abuse in the home, or in the community.  
• Again, violence and a need for physical excitement substance use gang affiliation and "war" stories family violence experienced as a 
young child  
• Crushing things, bombs, weapons- these were some of the images in the art , anger, aggression but also a great sense of loneliness, 
insecurity, depression, low self esteem 
 
Responses to Victim Section  
• Violence in imagery Difficulty initiating and completing projects Little expressed self-satisfaction  
• Yes, same as with the bullying population  
• Need for support  
• Victim themes, but also a repetition of setting self up for failure. Trying things that would never work out or trying things despite guidance 
against it.  
• Initially victim themes kept coming up (animals being eaten by snakes; ants being stepped on, and then as the child and the child's family 
became more of a family unit and as work with the school continued, hiding games became less and less prominent, fewer monster 
pictures were drawn, fewer drawings of animals being eaten/ There was an increase in expression of feelings : fear and anger came out a 
lot The child began to name people in safety plans There was a point in therapy where the child wanted to make cards for people as 
relationships and trust continued to build  
• Parents/caregivers unattuned to the child's point of view.  
• Victim, out of control, chaos outside and themes of being powerless or being attacking of others  
• Family dynamics, body injury, low self esteem, then raising, walls and masks.  
• Yes, multiple traumas  
• Yes, sometimes more empowerment, more verbal and communicative to their feelings and frustrations and asking for help more from 
teachers and their parents  
• Sadness, insecurity, anger 
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
During the duration of the Art Therapy treatment, did themes appear in the art work of this population? If so, briefly describe them. 
 
 
Responses to Bully/Victim Section  
 
• Violence in imagery and in movements/actions while working Difficulty in initiating and completing work Little expression of self-
satisfaction in product Difficulty taking creative risks  
• Mild to severe paranoia, deep seated fears and significant self doubt.  
• This was over 7 years ago, but I recall many violent and graphic themes in the artwork. I do recall noting positive changes if/when family 
was actively involved in treatment.  
• Anger, depression  
• Defensive artwork, avoidance of disclosure  
• Ambivalence to add to a list of the other features I wrote for victims and bullies separately 
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
 
Please briefly explain what these changes to the artwork produced during art therapy treatment, if any, were. 
 
Responses to Bully Section 
 
• Used drawings to encourage children to show me what is going on in their family and in their life.  
• Rescue themes began to appear  
• Yes often as the children felt more confident the artwork became larger; life size paper mache sculptures, large wall murals etc. Also the 
artworks often started out with very violent themes and revenge. Later though they remained somewhat violent throughout, when children 
began to improve there came in more of a focus on ideas of justice, empowerment and protection.  
• Greater willingness to take creative risks. Greater satisfaction with art work. More open to discussion with therapist.  
• Youth learned to trust the therapist to help without ridicule. More able to risk honest self expression. Began to explore pictorially his 
identity. Began to want to keep images, and to refer back to them when processing. Work became more spontaneous and less constricted. 
Images and work began to appear more age-appropriate.  
• As the youth applied their own understanding to the imagery, some times not often there is a shift and the use of symbols or other details 
in the work shift in definition or meaning. At these times, this usually means that the negative impressions become more positive or at 
least neutral or not as provocative to them as before.  
• Bonding with caregivers.  
• The patients that worked in a theme of a journey (and initially being lost) were able to use the art to create the journey they would like to 
take. 
• NO FEAR to trust to revealing honest feelings about life.  
• At the shelter, less aggressive artwork, more cooperative interaction. At the hospital occasionally patients will ask to keep their artwork as 
reminders, some state they didn't realize the emotions involved prior to making artwork about it  
• They became slightly more open in their depiction of their own vulnerabilities  
• Some covering over at times, more self control can be gained and more self awareness, verbalizing of neglect or abuse they have 
experienced more honesty about substance use and reasons for it as self medication  
• As confidence/skills in art built and they release some of the anger, the angry / sad images diminished 
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
Please briefly explain what these changes to the artwork produced during art therapy treatment, if any, were. 
 
Responses to Victim Section  
• More freedom in imagery and discussion of work Movement to greater range of art-works Willingness to discuss work and other issues  
• More confident and expressive, better use of space and color.  
• Better choice making, learning to work with art materials more successfully, for example while working with wood, student was able to 
observe that a certain type of construction would not work and tried something else on his own.  
• Initially, drawings were very tiny, using up very little space, but with average detail to at times, hyperaware detail. child used thin markers 
a lot As time went on, child chose various media, used more space on the page Drawings went from only "scary " pictures to a variety of 
things including one I remember of the child and family were at the beach building a sand castle and the child was telling family members 
what to do One very interesting change was in the child's tree drawing done pre and post treatment. The first tree drawn was like no other 
tree I had ever seen. It's difficult to describe in words but was not straight: the child started at the top went down approx an inch then 90 
degree turn to right for inch 90 degree turn and down an inch and 90 degree turn to left, then down continuing this kind of pattern to the 
bottom of the page. No leaves, no roots, nothing living on the tree, no branches, Just a dark black line. The last tree the child drew had a 
fairly straight trunk with branches and leaves, there was a sun and a bird in a birds nest in the tree with everything colored in. Big change  
• Increasing parental awareness and empathy. Strengthening healthy bonds.  
• More detail, less defensiveness.  
• Moved from visual purges with repetitive doing and undoing behaviors to more symbolically expressive expressions 
• More confidence, more expressive about feelings  
• bigger selves, more elaborate projects and confidence in the art studio with materials  
• the art at first lacked confidence and over time increased in appropriate skill/ risk taking 
 
Bully/Victim  
• More trust expressed Tended to deviate to less personal modes of artwork - eg. crafts  
• More personally expressive (less staged or grandiose), more signs of depression and the aggressive themes decreased  
• More understanding of cause/effect; actions/consequences  
• More self awareness more self control more independence, less anger and acting out or in 
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
 
What associations were made to the artwork regarding bully type behavior? Please describe these associations. 
 
Responses to Bully Section 
 
• I don't have a really high functioning population!  
• Over coming danger, winning, killing destroying  
• Children were encouraged to "Express difficult feelings in art work"(constructively) rather then acting out destructively. Also it was 
emphasized how art is power; "you can make anything be so in a work of art. You are in charge there."  
• Therapy was not specifically addressing bullying. 
• Some early images and associated comments of the youth being bullied.  
• If the images heavy with symbolism, the youth I have worked with often destroy the work especially if it addresses something about 
bullying behavior they are not ready to address. If the imagery brings to the youth a sense of empowerment or freedom from bullying, 
these art pieces tend to be saved or reintroduced into other works.  
• The artwork generally indicated anger/depression. The children who are angry/depressed use anger to cope with any feeling of sadness, 
anger or frustration thus taking it out on others.  
• Discussion of observed relations and needs of Family members--pt. bullying behavior as observed during the interactions with family 
members or with Therapist.  
• Some empathizing with the "victim" roles.  
• Their Wall, the thing that kept them safe from the past.  
• Bullying is a means of defense by the individual what seems minor to others is devastating and can be life threatening to some victims  
• Patients would state that they learned to bully from the streets as a survival method.  
• Power and control dominance isolation to self dependency in looking powerful  
• They seemed to enjoy explaining the aggression 
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
What associations were made to the artwork regarding bully type behavior? Please describe these associations. 
 
 
Responses to Victim Section 
• Sadness and anger, confusion.  
• Expressing what it is like to be bullied, how bullying has affected their lives what they would like to see happen so that they can be bully 
free. 
• Drawings about the bully behavior. Venting about being picked on.  
• Monsters were associated with bullies: adults in child’s life as well as kids at school and foster children that the child had lived with. 
Monsters often looked like snakes with fangs and poison  
• Sense of isolation, fear and dependence conveyed.  
• Depends when - in begin of treatment more agitation, angry responses or timidness with dissociation with much more extremes in 
polarities toward the end of treatment less extremes and increased fluidity of expression - less rigid or brittle in affective states  
• No power, powerless, more power, self identification, empowerment.  
• Patients recognizing their need for safety  
• Feeling victimized, feeling alone and helpless, feeling unaccepted, avoidance of really dealing with the thoughts and feelings too  
• Aggressions, low self esteem, anger 
 
Responses to Bully/Victim Section  
• Less personal Greater difficulty sharing personal experiences through artwork  
• Joking and sarcastic  
• Frustration, anger relates often to red or black. Many times, low self esteem appears in self portraits of drawings of people as the 
characters are very small on the page.  
• hard to remember exactly, maybe what stands out is the ambivalence of not caring but caring too much about what people think about 
them, are they powerful enough, are they accepted 
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
 
Please explain why art therapy would or would not be a viable form of treatment for this population. 
 
Responses to Bully Section 
 
• Art gives kids power and teaches them how to sublimate potentially dangerous emotions.  
• Allowed students to engage in appropriate behaviors with peers in a non-academic setting, i.e., the art room.  
• Art Therapy helps any child discover inner feelings and thoughts and lets them use art to fantasize outcomes to their problems, dream 
about their futures, etc.  
• I don't see children long-term in the hospital and they often become institutionalized after discharge. So I think, being a bully may become 
a coping skill for them and I don't hold out much hope for good therapy in the public mental health system for these children.  
• Safer more appropriate outlet to express thoughts and feelings  
• I think it is helpful for clients (bullies) to have an alternate method of self-expression. I think manipulating the art materials helps and that 
talking about their feelings for the art also helps.  
• Art therapy gives these youth a chance to try on new behaviors first with the therapist, then in group AT. Further, a non-demanding 
developmental approach allowed him to move forward in developing skills and perceptions that seemed to be lacking. An improvement in 
positive self esteem related to the unconditional positive regard shown him and his art productions was evident as well.  
• Each client learns in a different way and the tools of AT help with the insight, integration level of the work as well as the visual 
integration.  
• More comprehensive assessment of the dynamics of the bullying behavior. Modality has a stronger behavioral component that matches the 
"communication" style. More immediate reward for mindfulness rather than impulsivity.  
• Art allows for the expression of emotions and non-verbal desires and needs  
• Sometimes bullies are not willing to participate in art activities. 
• I believe that art therapy is a cross-therapeutic tool, benefiting all populations. I believe that art therapy is a vital tool in establishing peace 
and harmony within the body, mind and spirit. Art therapy is a non-invasive therapy in which the bully/victim can have safe haven.  
• Art therapy can be a very effective, less confrontational way of helping the "bully" understand and change his/her behavior.  
• Allows for place for aggression and other issues to be worked out in a containing manner  
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
Please explain why art therapy would or would not be a viable form of treatment for this population. 
 
Responses to Bully Section (cont.) 
 
• It is an avenue they are actively a part of thus have the opportunity to move at their own pace.  
• It confronts the actions and the feelings head on. Images can have emotional impact that words sometimes can not.  
• Group therapy is particularly effective  
• My work with children was a very long time ago, and it was in a day treatment program in Washington D.C. And they were all African 
American children trying very hard to survive despite poverty and limited opportunities. I found doing art therapy with them was a 
powerful means of expression for them. I remember one little boy who was not trying to be the gangsta and was going to work at 
MacDonald's, i.e. trying to work for an income vs. doing drugs etc and he used art by drawing cartoons of bugs doing powerful actions as 
a means of expressing his wish to do well but not breaking the social norm of his peers who seemed to not quite understand what he was 
expressing his work.  
• It can help and illuminate thoughts/drives but art therapy is not for every bully or everyone. It does not always feel safe enough or it can 
feel too regressive, emotional to the "bully" client  
• I could see the progress improvements in the clients in the time I worked with them  
• Art therapy provides the outlet for aggression/low self-confidence/sense of self. It can be contained chaos and provide the necessary 
structure that these children may need. 
• Art therapy can not only deal with the information of how bullying behaviors affect others or the child, but can allow for the experience of 
empathy, debriefing in a safe way and make associations to past experiences to help the child be more self-aware and make healthier 
choices. 
 
Responses to Victim Section 
  
• The experience of sharing, creating and opening to healing in the presence of a trained art therapist is paramount to treating children.  
• It works  
• It allows for expression and a supportive relationship in order to feel safe  
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Matrix of Responses to Qualitative Questions in Survey (cont.) 
Please explain why art therapy would or would not be a viable form of treatment for this population. 
 
 
Responses to Victim Section (cont.) 
 
• Art therapy provides an outlet and a safe place to vent being mistreated by peers. It allows them to safely express feelings and work on 
empowering self to not identify as victim. 
• I feel that the art gave the child and family a way to communicate when words weren't available. The safe place created in the therapeutic 
space and the artwork that followed allowed the child to explore thoughts and feelings associated with being bullied that the child only hid 
from before As the artwork changed, so did the child and the strengths were acknowledged and supported by the therapist, by the family , 
by the teacher, and even DHS The artwork helped the child get to know personal strengths and build self esteem Being able to create 
things also helped the child to make friends at school Beyond that: I believe in the healing power of art  
• I strongly agree that art therapy is a viable form of treatment for the victim population as a means to explore, thereby discover, the 
subconscious topics of concern. Art therapy for victims is a safe haven from which he/she will benefit. Art therapy for this population will 
promote homeostasis.  
• Due to the art making's ability in a therapeutic setting to both bridge and contain painful affect while as well as re-metabolize traumatic 
experiences.  
• Victims can have great difficulty telling their stories, artwork is less threatening in such situations  
• It enables the development of insight  
• Art therapy is always useful to allow people a means of expression and resolution to any trauma.  
• Art therapy can be helpful to this population but they have to feel safe and have it speak to them  
• Build confidence in art skills an how to express feelings appropriately  
• Art therapy can provide the control and 'voice' that they may lack. It may also help them w/ the pent up anger/frustration/fear that they 
may have towards others.  
• Art therapy is a safe way to explore emotions and helps provide a reflective distance which can allow a person connect with self-
empowerment and eventually reach a point where strengths associated to the coping choices can be understood. 
231 
 232 
 
 
 
 
APPENDIX D 
 
Matrix of Responses to Qualitative Questions in Survey (cont.) 
Please explain why art therapy would or would not be a viable form of treatment for this population. 
 
 
Responses to Bully/Victim Section  
 
• It works  
• They need help to express feelings appropriate and a safe place to express what is really happening at home/school.  
• I strongly agree that art therapy is a viable form of treatment with this population... bully/victim. Art therapy will subconsciously reveal 
the strengths and weaknesses within the individual. This will provide clarity for the art therapist to be able to proceed.  
• Covers both areas of needs  
• This is a particularly difficult population, very hard to reach  
• It speaks and works with some and not with all. It has to feel safe and have good timing and parental involvement too for the younger ones  
• Art therapy has an innate quality to express one's self...whatever feelings/thoughts someone is experiencing. Through the art therapy 
process, they may be more aware of what they are doing to themselves and to others (and to process what may have happened to 
themselves). It provides a healing container.  
• Art therapy is a versatile and powerful field which can help a person connect with meaning and express emotions necessary in the process 
of making lasting change. 
 
 
 
 
 
 
